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ABSTRACT ^ * V 

Focusing on the role and process 'of planning in the 
delivery of mental health services to the Mexican American community 
in Texas, this monograph examines the nature, context and purpose of 
planning; analyzes the ihterplay between «federal and state mandates 
for planning; < and assesses the status of current community mental 
health centers 1 (CMHCs) planning activites. A study of selected CMHCs 
and their respective planning systems "examines their planning policy, 
structure, nature of planning, and relationship to other planning 
functions, A synopsis of the planning process at the Bexar County and 
Tarrant County CMHCs is provided. The. following topics are discussed: 
culturally relevant service delivery;? role ofi planners; a 
participatory model of planning; state pian requirements of Public 
Law 94-63; national .guidelines regarding planning; the ' Connect icut 
and New Mexico mental health authorities' state 'planning activities; 
Texas 1 dynamic planning process; state planning and- its relationship 
to service delivery t6 Mexican Americans in Texas; and 4ihe scope and , 
level "of citizen participatiom in planning, particularly Mexican 
American input into the process. The future development and impact of 
mental health planning **s evaluated in light of current and potential 
changes in the community mental health system of Texas and the 
nation. (NQA) * < 
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ABSTRACT 



The Mental Health Research Project (MHRP) has been engaged 
over the past three, years in- the s'tudy of the Texas community 
mental health system and its relationship to the delivery of 
mental health services to the Mexican American community. The 
MHRP was funded through a grant by the National Institute of 
Mental. Health to conduct descriptive, systematic and evaluative 
social policy research through the use of archival, primary data- 
gathering and secondary dat; analysis techniques. The MHRP ' s 
major purpose was to focus its research efforts on such policy 
issues as utilization of mental health services by Mexican 
Ameri-cans; planning, treatment, and staffing issues related to 
service delivery to Mexican American clients; and representation 
and* participation of Mexican Americans in the planning, budgeti/g 
and decision-making processes- of the Texas state and community 
mental health system. 

» * 

This ponograph centers on the role and process of planning 
in the delivery of mental health services to the Mexican American 
community in Texas. The author examines the nature, context and 
purpose of planning, analyzes the' interplay between federal and 
state mandates for planning, and assesses the' status of current 
community mental health centers' (CMHCs) planning activities. A 
comparison is made between planning concepts, processes, and 
methodologies being utilzied in selected CMHCs in Texas, and an 
analysis is made of their impact ' on* mental health services 
, delivery to Mexican Americans. The scope and level of citizen 
participation in planning, in particular Mexican American input 
into the process, is also discussed. The future development and 
impact of mental health planning is evaluated in light of current 
and potential changes* in the community mental health system of 
Texas and the nation.' 
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MENTAL .HEALTH RESEARCH PROJECT OF THE 
INTERCULTURAL' DEVELOPMENT-RESEARCH ASSOCIATION 



' . The Inter cultural Development Research" Association » s; Mental 
Health Research Project (MHRP) funded by the National Institute 
of Mental Health, seeks to' improve mental health delivery systems 
for Mexican Americans in (the state of Texas. 

1 ' The MHRP^'s major goals^include : 1) a preliminary-analysis 

of the effectiveness of the state mental health service delivery 

' system and subsystems in providing services to Mexican Americans; 
2) an assessment of the community mental health center concept as 
it relates to the Mexican American population; -3) the design of a 
bilingual/multicultural human service delivery model relevant to 
the mental health needs of Mexican. Amer i cans in Texas; and 4) the 
development of policy and programmatic alternatives to enhance 
the utilization of the state mental health service delivery 
system by Mexican Americans. 

' The MHRP* has established a Texas Advisory Committee which 
consists of mental health service deliverers, 
professionals/academicians and consumer representatives from the, 
five major geographical regions of Texas. The committee members 
serve as conduits for information 'dissemination and collection.- 
To ensure maximum generalizabi lity of the process and products of 
the MHRP, six nationally recognized prof ef sionals in the area. of 
mental' health and service delivery systems serve as consultants 
to the MHRP in the form of a National Adv.isory Committee^ 

The goal of 7 the IDRA Mental Health Research Project -is 
improved services for Mexican Americans in the state of Texas. 
Because a "lack of agreement has existed in. Census surveys and 
Social science research as to the .definition 'of a "Mexican 
American," potential problems emerge in attempting to -compare 
'data sources across regions or time frames. Terms encountered 
' historically to identify thi«s ethnic group include: .Mexicans, 
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Mexican Americans, SpanisVsurnaped, Spanish-sjeaking, Latin 
Americans, Spanish Americans, Hispanics, etc. . The term "Mexican 
Americans" is "used consistently by "the Mental Health Research 
Project to refer to this population, indicating those residents 
who are of Mexican origin or descent.' References to specific 
data sources may'at times utilize the exact label cited ijherein 
(e.g., "Spanish Americans"); it .is assumed by the .project that- 
the overwhelming majority of *ny such individuals in Texas are of 
Mexican origin. £ . 



Mental Health Research'Proiecf Staff 



1 



David G. Ramirez ; 
Sharon S. Hassell, A.C.S.W. 
Rosa Maria Moreno, M.Ed. 
Louise Villejo 
Sally J. Andrade, Ph.D. 
Rosario H. Trejo 



Principal Investigator 
Research Coordinator 
Research Associate 
Research Assistant 
Project Evaluator 
Project Secretary 




TABLE OF CONTENTS 



Chapter I - Mexican American. 
j Mental Health: The Role of X P1 anting 

' 'Chapter II - Planning:" Policy, 

Process and Product . - 

Definitions of Planning .... 

Participatory Model of Planning 

Functions and Roles of Planners 

l 

t ^Relevance for Culturally 

Appropriate Service Delivery 

■ % Chapter III - The Mandate -for Mental. 

Health Planning 

1 State Plan Requirements of 

\ Public Law 94-63 * , 

National Guidelines Regarding 
Planning • t • ■ *, 

Mential Health Planning 
Requirements in Texas 



Planning Services ioxy . 
x * Minorities v * • • • j 

Chapter IV - Mental Health Planning 

at the State Level . . , . 

' State Planning Activities of 

the Connecticut and New 
Mexico Mental Health > 
Authorities . . . \ . • < • • 



Philosophical Basis for 
Planning in Texas . . 

Texas' Dynamic Planning , 
K^pcess 



/ 

* 

TDMHMR 1 s Organizational 1 

Structure and its ^ 

Relationship to 

Planning 

— ? 

Content Analysis of Planning 

Document's, 1977-19-81 . . . \ 

0 

State Planning'and its 
Relationship to Service 
Delivery to Mexican 
Americans in Texas 

Chapter' V - An Overview of Planning in 

Ci^mraunity 'Mental Health Centers in Texas 

Methodology 

Planning Policy 

The Structure for Planning .... 
f 

" The Nature of Planning at 

. the CMHCs 

- ' Relationship to Other 

Planning Functions 

A Synopsis of the 'Planning 
Process in Two CMHCs- 

Bexar County CMHC 

i 

Tarrant County CMHC 

Chapter VI - Mexican American Mental Health 
Planning: A Goal for the Future?^ . . . 

References • • •„ 



* 1 10 



CHAPTER I • , # 

MEXICAN AMERICAN MJNTAL HEALTH: THE ROLE OF PLANNING 

K The primafy reason for - research interest in the' area of 
planning as it relates to mentaSt,. health services to the Mexican 
American community is'to identify the extent and methods by which 
the needs of this special population are being developed. 
Coupled with this" is the need to identify the point at which those, 
interested in improving Mexican American mental, health ^ervices 
can impact the current system with proposals, concerns, and 
policy recommendations. The importance of mental health policy 
research is most often found in the description and evaluation it 
offers of the mental health" syste/m, its components, and its 
practices. The descriptive methods used in policy Research are 
useful in disseminating information regarding agency practices 
4nd their resultant outcomes (Kiesler, 1980). % Such an approach 
is undertaken by this author regarding the planning systems being 
utMized by CMHCs and? the impact that planning has hatVon 
provision of services for Mexican Airier i can- mental "health service, 
delivery. , t . 

, # 

Understanding the planning and policy-making processes: of 
the "mental health system, yhether it be at the national, state, 
or local level, is important in assessing the effectiveness o.f 
services to Mexican Americans, in that programs' which are 
developed are usually strongly tied to the premises; policies, 
plans, and data bases on which they have been built. Any 
community mental health program may encounter considerable 
obstacles if .it is implemented without sufficient information as 
to the 5ize and characteristics of the population' in the service 
area, the type and scope of service needs of this group, and the 
roles of family, transportation and other support mechanisms 
available. This is especially true for a population group that 
is culturally and 'linguistically different from the majority 
population for, which such, a program was develope^i. 



The planning system, >both for mental health and other human 
services, is .its nature subject to the political process. 
Planning 'implies ' a decision-making process made 4 by one or more 
h individuals which has as -its intention the development and ;impact 
. on* Tprogyranls , facilities ^fund's, and human resources, 'Planning 
-decision^ carry th^potential of having a significant impact on 
the client population, as well as the community, as a whole. For 
this reason, it is essential that thos? affected by planning be 
aware of the process, understand its functioning, and have input 
at^ various stages of planning, 

y 

Mental health planning for community mental health services 
usually occurs as a result of politically-influenced "action, 
* \ fc whether this is reflected in the political decisions of a 
legislative body, , the pq^ficy decisions of a^ ^oard or 
administrator, or i& the decisions of planners influenced by 
their personal political philosophies. The decis-i on-making 
process in planning for mental health services, like so many 
other activities in public administration, is conducted* in the 
' realm of political affairs, i.e.., - "Hie competition between 
competing interest groups or individuals for poWer and leadership 
in. a government or other group," 1 Within this reality, however, 
. one must recognize the impact 'of other forces in planning, 
including the prevailing knowledge, beliefs, and innovat ions . in / 
mental-' health -treatment, the prevailing, social attitudes/ 
regarding mental health and mental health services, the private 
and public funding "resources available, to name only a few 
factors * 



Planning for mental health is most often intertwined with 
* the ' federal and state legislative and regulatory processes, and 
therefore is especially subject to the pressures of ^e political 
climate of the current era. This is evidenced b^ the Reagan 
' administration* proposals, as well as by Texas legislative and 
state level planning. However, recognition of the importance and 



1 Webster , s piction^ry, p, 657 
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utility of planning ha/ in recent' y<pars gained' support fn the 
human service field, primarily as ,a result of its implementation 
in the private . business and industrial sectors of this country. 
Planning -as an approach to resolution of current and future 
problems- in a particular, endeavor has been seen as a method for 
estimating, reducing'and cOrit.foTTni« costs , t not .only in terms of 
riioiuetary costs , but also manpower .costs and costs of time and 
resources as a result of errors or unanticipated events . 
Planning, in this sense, has been seen ,as a technological or 
scientific 'endeavor, aj method by which to predict future 
occurences based on input information, and adjust one's 
activities depending on" the outcome desir^* 

Planning as a field is a relatively Untested and fertile 
field for innovation.* As Hagedorri (1977 Jypoints out; there are 
no set of "proven techniques . " In the area of human services 
planning, there is no eWensive body^ of documentation in the 
history, research, dr practical application in the .planning 
field. To some extent, planiTTng concepts have been borrowed from 
corporate planning and from scientific methodology. 

Hagfdorn (1977) contrasts the rational, abstract model of 
planning based on objectivity, data and analysis with the non- 
rational and, more, politically-oriented^ approach* Although the 
rational model in' its ideal form is supposedly deyoid of or above 
the ' r&alm of political influence and social pressures, the 
documents and plans derived in this manner, however independently 
developed and removed from the political and social process are 
ultimately accepted and respected in the reality of non-rational 
hego^iative processes. The legislative and state agency planning 
processes are by definition influenced, by the . political** and 
social -processes of which they are a part, and are constantly 
subject to the scrutiny of public opinion and special^ interest 
groups. Proponents of the non-rational political approach vvew 
"the* really important information as that which shows what is 
feasible, how-to get things done, and how to put together the 
p'eople necessary for a particular task" (Hagedorn, J977 , p :*!!)•. 



Implications for Mexican American Mental Health Planning . 

f ( r 

Traditionally, Mexican Americans^ have not s had a 

representative /voice in decision-making/ policy development, and 

Scanning processes of our state 'and nation. Indications, 
as * the increase of Mexican Americans in the state 
lature, give hope that this will change for the better in 
future decades. % The majority of Mexican American citizens, 
however , have seldom' been involved or had access to these 
processes. Increased political power and higher levels of public 
'education in the future among Mexican American's is likely to have 
a positive impact on* this situation- However, at present the 
major reason for increased participation by Mexican American 
consumers, however limited, has come as a result of mandated 
requirements for minority and representative consumer 
participation on advisory and program committees. An extensive 
study of participation of Mexican Americans on Texas CMHC Boards 
and State Advisory Councils (Andrade, 1981) shows that such 
participation is still limited and is not highly representative 
of the Mexican America^ bommun-ity as a whole. 4 

As concluded by the Special Populations Sub- Task Panel on 
Mental Health of Hispanic Americans (1978) in its chapter on the 
"Mental Health Status of Hispanic Americans": 

<» 

« "What is called for instead 

Da ■ 

increased spending/ is the^ rational and 
enlightened planning needed for an 
equitable allocation of existing - * 
resources , the elin\inat ion of inefficient 
approaches, and the maximizing of 
benefits relative to .costs... such - 
planning will be-possible only>if Hispanic * 
Americans are allowed the opportunity to 
contribute in the shaping of future 
national B policies and * priorities 
respective to mental health." 



^7 
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5- 

.Understanding the complex planning processes is not easy, 
even for the well-educated provider of mental health services; it- 
is nearlyancomprehensible for the average citizen and, consumer^. 
This monograph then is aimed at describing the planning processes 
for service del«ver ; y in the state and local mental health systems 
of Texas .and to examine the relationship and appropriateness of 
-these processes • to ^tfce provision of culturally and 
linguistically- relevant services to the Mexican American 
community; In addition, an analysis is given as to the current 
level and adequacy of involvement of Mexican Americans in varying 
strata of planning services for mental health. 
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•CHAPTER II 

\ 



''PLANNING: POLICY, PROCESS AND PRODUCT 



As was mentioned in iHTe previous chapter, the Special 
-Populations Sub-Task Panel on Mental Health of ^ispanic Americans 
of the President's Commission on Mental Health (1978) recommended 
that increased efforts in planning be initiated in order to 
address adequately the needs of Hispanics and that planning 
include the active participation of this significant ethnic 
group. 

In addition, the President • s, .Commission on Mental Health 
(197^) advocated an increase in the role that planning plays in 
the mental health service delivery process. With great emphasis 
being placed qh the desirability of deinstitutionalization as a 
national priority,- the -Commission reported that "too often it has 
occurred without adequate planning" or without ' proper attention 
and preparation ? for the -type of community-based services that are 
needed by the patient affected (Bachrach, 1979). Implied in this 
statement is the idea that any major policy, such as 
deinstitutionalization or culturally relevant programming, needs 
to be supported by sound and careful planning. What exactly is 
meant by planning is not well-defined, however, by either 
national study "groups like the President's Commission on Mental 
Health, its- Special Populations Sub-Task Force or by mental 
health legislation which addresses the issue of planning. A 
^review of the various ' approaches , definitions, and conceptual 
models of planning, therefore, seem appropriate. 

In very 'simple and ideal terms, planning can be seen as both 
an intellectual exercise and a skillful art. It involves 
reasoning processes --'analysis, synthesis, etc. -- as well as 
creative abilities such, as' the vision and imagination to picture 
what the future might look like under a Certain set of 
circumstances. • It involves the conceptualization of various 
methods or alternatives for accomplishing the same end and 
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requires *such practical skills as the .ability to present and 
communicate ideas irt a. manner so as to be accepted, understood, 
and implemented by individuals, groups and/or organizations. 

PJajrfiing in many cases is associated with the important 
considerations, of policy development, policy alternatives, and 
policy /implementation 7 . As defined by Alfred Kahn "planning is. 
policy choice..." or "policy formulation and realization through 
choices, and rationalization" (Kahn, 1975). 

Planning, however, is also a process^by which to develop and 
implement programs a^ services based on policy considerations or 
policy ^guidelines. Planning as an activity is of grea'l 
importance in the f unctii&iing of an organization. Whether 
administrators of an organization or program. are consciously or 
systematically involved in planning, the decisions made by them 
have consequence^ for the future, often times consequences which 
cannot be reversed or easily modified. Thus, the conscious 
undertaking of planning* serves to provide direction and guidance 
for decisions madf today which wiil greatly affect the future 
years 'of a project, program, or organization. Planning ,can be 
compared -to deciding the destination for a trip; knowing one's 
purpose for' the trip is the first step towards determining the 
destination and many othefr details of the journey. Deciding 
between alternative courses\is based on considering information 
pn'a variety of .factors, such "as the available routes, 
transporation methods, costs, etc. No matter what the ultimate, 
decision made regarding arrangements for the tfjLp, each 
alternative considered leads to a different goal, i.e., to a 
different set of consequences associated with the choice. 
Littlestone (1973, p-. *4) summarizes: 

* - Decisions matfe today that affect an 

organization's existence tomorrow are the 
substance -of planning. The ability of- an 
administrator to make* sound decisions 
' will' depend upon his knowing what 
decisions are possible, the consequence-s 
of each, thpir impact* on his' organization, 
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and which decisions, taking everything - - 

into account, axe likely to move the > - 
organization most quickly and effectively 
in the direction 'it wishes to go to meet 
its objective's .1 * 

Planning is quite often associated with a' product, e.g., a 
written document, a construction project for a center, or 
provision of a Specific service. However-, a written document. <?r 
plan is in itself not a product but rather the documentation of 
policies," processes, and service delivery goals derived through 
planning activities. Planning can thus occur at various levels 
of abstraction or specificity: the policy level, the programming 
or operational" ievel, and the implementation or service delivery 
level. 

f 

Howland identified three levels of decision-making in. the 
planning process as exemplifying the various strata and settings 
in which* planning occqrs (0* Brien, . 1975) , The strategic level is 
concerned with policy deci sionrmaking , broad goal formulation and 
budgeting, while the operational level transforms th<* strategic- 
level decisions into programmatic components through operational 
planning- The third, or tactical level, of 'decision-making 
involves the routine . day-to-day monitoring and planning of 
service 1 delivery activities based on the program plans, 
activities which are usually the -concern of tfhe front line 
service workers and their immediate supervisors. 
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Planning is' often associated with the term development, 
since it is seen as a necessary and essential step in the process 
of growth ormovement towards a more positive, rewarding state in 
the future, whether growth is measured on the basis of economic, 
.physical, 6r human potential changes. 

One of the basic assumptions for any kind of planning is 
".that ordered change *is . possible" and that as a participant in 
planning, ■ one can/ "have at least partial control over the 
variables which produce change" (Blum et al . , 1969). In essence, 
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before an individual can actually become involved in planning, he 
or she must adhere to the^concept that social change can and does 
occur and that it can be influenced , or directed by human action. 
This is not to say that all occurrences can be planned or that all 
♦ events or changes can he ccjntrplled by humankind. Blum e£ al . 
(1979) present four approaches to planning for social change, 
which they propose are basedKbn distinct philosophical roots and 
which therefore have differing implications f6r planning. The 
four approaches are: 1) the* laissez .faire approach; 2) the 
disjointed incremental approach; 3) the goal-oriented development 
process; and 4jLfr<^tal planning. m ^ 

Jhe laissez-faire approach consists of a "let things be" 
method, by which little or no planning or interventioh is 
attempted, but instead the "natural stafc^ of things" is allowed 
to develop. It also is reflected economically by a belief in the 
competitive market and a, belief in individual initiative and 
' freedom to choose between alternatives in a competitive market 
system. The disjointed incremental approach refers to a 
.piecemeal approach to problem-solving whereby decision-making 
occurs at various levels and ofte% without any interrelationship 
or mutual influence. Ad-hoc planning, consideration of limited 
alternatives, non-comprehensive outlook, ami short-range 
. # solutions are some of the. characteristics of this approach. The 

goal-oriented development process, whach Blum* et al . advocate, is 
an approach which involves 'rational processes and citizen 
participation^in combination. It includes assessment of needs 
and resources, analysis of problems, and goal development by 
means of community consensus. The process is oriented, towards 
long-term plans with annual review, thereby *allov*ijig flexibility 
* to re-assess goals based on new knowledge , changing, resources , or 
unanticipated consequences. The total planning model involves a 
highly rational, expert, elitist approach in which all details 
are worked out in advance and followed strictly according to 
plans, therefore requiring a great deal of centralization and 
inflexibility. 

ERIC •' 13 ■ • 
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In terms of overall planning for health services, Blum e*t 
al. consider 



ly^aer the disjointed incremental approach to be the 
predominant planning force in the U.S. today, in that attempts 'at 
providing health services are lately- left to the competitive 
.market, with only limited attempts by society to plan in a 
• piecemeal fashion the health needs of the nation through public 
health initiatives . In contrast ,-^he goal -oriented approach 
would require' a higher degree of coordination between private, 
competitive markets and governmental agencies in order to provide 
a more integrated system, and involving long-ran^e planning* with 
citizen consensus in the process. 



Ahother analysis of the planning process for social service 
programs has been outlined in the following eight steps: 

1. Goal identification; * 

2 . Needs assessment ; 

3 . Resource identification ; 



4. Priority seating; 

5. Eestablishment of objectives; 
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6. Consideration of alternative approaches; 
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Program implementation ; and 
8. 'Monitoring and evaluation. (Salvatore, 1975) 



A somewhat broader perspective is taken in Horton and 
Hoffman's description of the analytical steps in & state human 
services planning systenh After identification of the' human 
service requirements or needs, an analysis of the' current 
programs ok resources in human services is undertaken. After 
comparing needs to resources v the next stepxjj^ the process 
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' ' .* 11 
entails the development of human service goals and objectives, 
based on any number pf sources of input , including ci t iz ens , 
expert opinion, political and data sources. The last step in the 
planning process is the allocation of' resources based oh the 
goals and objectives formulated (Horton § Hpffman, 1975). 

Another brief, description of 'the steps "\in the plann>ng 
process,, as summarized by Kahh (1975), includes the following 

sequence of activities: "goal' definition, formulation of 

possibilities, choices of policies, execution, and evaluation/ 1 

*> • « ' 
Definitions of Planning. 

■ — 1 — * 

McCurnin (1974) -reviews the various definitions of planning 
which have been posited in sociology, economics, management 1 , 
urban planning, and other fields. Most definitions emphasize the f 
component of process^ i.e. that planning is a process by which 
one v achieves certain goals or ends through a rational, systematic 
method of decision-making. It is a method or process of 
preparing for and affecting, the future. The sociological 
perspective of "planning acknowledges the intervention or 
involvement of social values in the process, while the economic 
view points to the importance of quantification and time- 
specificity in*planni.ng for economic development goals*. Planning 
is also defined by some^ theori sts in terms of a public activity', 
with an objective, of promoting or achieving public /and community 
interests . . 

McCtjrnin's ,own views are summarized in a definition of 
planning which encompasses the flexibility of plans, i.e.,^thdt 
"plans* are hypotheses ./.and should not be fixed, static ideas 

.that cannot develdp or adapt over time. 11 Rather planning is seen 
as a continuous, even cyclical process, buft never as a completed 
process where one arrives at a final product a plan-- which is 

''final and not subject to revision (McCurnin, 1974, p. 29). The 
involvement of the' community • as actors or planners in t£e ' 
planning process is expounded in Ross 1 definition of social 
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planning as a process in which the community seeks to identify 
an,d resolve its own problems through identifying actions needed 
to -deal with these problems (McCurnin, 1974, p. 32). A somewhat 
different approaches taken by Fitch in his definition of social 
planning or planning of human services. He sees planning of this 
type as a' primarily governmental function aimed at achieving 
social change in terms of economic, cultural and soci^l^ 
development of certain subgroups of the population (McCurnin, 
1974, p. '32). . 

An important aspect of planning which should be recognized 
is the intent of planning itself: the defining and mapping out .of 
expected ends or actions. A plan spells out what is expected to 
occur and what behavior, resources and strategies will likely be 
needed to achieve certain outcomes. It is not simply a 
documentation of what an individual, an » organization or a 
community intend to door what may occur ^s a natural process of 
the status quo;/ • In. this sense, planning involves change and, 
moreover, an active involvement and concerted effort to achieve 
the goals or outcomes expected as a re*sult of the planning 
process. 



r 



yPsLT tic ipatory Model of Planning 



More recent * approaches to planning, especially human 
services planning, have attempted to incc^rRorate a participatory 
model of planning. This yiodel encourages the part icipat ion in 
the planning process of individuals,, groups, gjid other entities 
which are likely to be affected by tfre decisions and policies of 
the planning process. Suc^ participation, according' to this 
perspective, enhances the likelihood that plans will reflect 
shared goals and common interests, and that greater support can 
be expected of the various entit ies towards the achievement of 
planning, goals . With^the passage of the 1963 Community Mental 
Health Centers Act (P.L. 88-164)/ the ; &deral government began to- 
adopt'-the concept of participatory planning with regard to state 
planning for mental health <Hagedorn, 1977). As discussed in. 
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Chapter I, the participatory m£del o£ planning has been 
contrasted with - rajtional data-based approach, and in recent 
years, federal enfphasis has stiifted towards^ inclusion of a 
balanced planning system, which incorporates both approaches. 

The more traditional model of planning as an intellectual 
activity, a rational data-gathering method* or a policy selection 
and decision-making process, does not usually include 
participation of those affected as a higj^pr ior ity . It may not 
even attemit to address factors which/may be of importance to 
those impacted, tiy planning decisions, ^ecause planners operating 
in this mode may not be aware of what these factors are or they 
may not pl^ce as & high a value, for their consideration. P^ans; 
develqped using this Approach may end up bein^ a futile exercise, 
sinc'S they may encounter opposition in the long run, ma$ be 
considered unrealistic, or may have been based' on false premises 
or lack of adequate data (Litt lestone , 1973). * 

Participation of a wide spectrum of community members in the 
planning process is seen as a positive value by some individuals, 
since it often leads to a greater consensus about community goals 

^for the future. However, participation of a broad representation' 
of ttfe**fcomm unity does not necessarily lead to consensus and, in 
fact, may accentuate the differing values, needs and priorities 
of various groups in as copununity. It is for this reason tha\^ 
there is criticism of appTointed or selected nrembers to boards and 
advisory committees who, because they are members of a particular 
ethnic, grdup, are seen as autmomatic and able representartves'of 
the needs and interests of that ethnic group in ipart or in its 

. entirety^. 

- Regester (1974) identifies the concept of "community 11 and 
its definition by CMHC st*ff as a crucial influencing factor in 
the direction that mental health programming may take in a CMHC. 
"Conceptual-theoretical planning should precede mental health 
programming, rather th^i\ develop erratically oj-'not at all from 
analyses of the programs implemented by a CMHC." A clear* concept 
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of how the CMHC ' s.t^£f define "community" is 'a prerequisite, in 
his view, for the development of mental health programs in that,- 
"community ." > He MeVelops a schema of eight explanations or 
descriptions of the concept of community which might be adapted 
by a CMjjc: 

Geographical - area ; 

2. Majority of populace^ in, a region; 

3, Vocal Minority, as political pressure demands;^ 

4, Soci§ty-at-large ; ^ 

5. Common body - of people identified by attitudes , beliefs, 
economic or political identities; 

6.. Feelfng of belongingness . Community ined by 

facilitation of individual differences; 

7. Elitist ^ thase individuals/groups which staff decides 
to serve by unintentional selection; ami/or 

8. Community defined by the type of mutual 
interrelationships , such as personal , caretaker , 
professional ; excludes state hospital penitentiary and 
other institutions as "out ©f the community." 

Register (1974, p. 889) furtheV elaborates on the importance 
of needs , identification in relation to a specific concept of 
- — community: ^ * 

Any comprehensive community mental / ^ ^ 
health endeavor requires a degree of-4epth • 
and breadth .of awareness of community 
1 needs in order to optimize program 

effectiveness 7 Critical to community 
mental health programming, "therefore, is 
an assessment of cepmunity concerns , 
-problems, ^needs and system 

interrelatednesj 
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One method of developing community participation in the 
planning process involves identifying a liaison person f-rom the 
fcommunity or an indigenous professional who is on the CMHC staff. 
This * individual 1 s role is to set Op preliminary meetings with 
community organizations and other interested individuals and to 
Vol icit ideas regarding overall community needs . From these 
meetings, a community advisory board for the CMHC can be 
developed. At this point, the planners and administrators can be 
introduced by the liaison person, and together a delineation of 
specific mental health* needs can be undertaken (Harris, 1972). 

In the past, those served by public agencies have had little 
controls over the type oj quality of service provided them. A 
contributing factor to this paradox has been the lack of public 
support or identifiable constituency groups which clients could 
rally on their behalf. The only form of control which consumers 
of \iuman services were " able to exert was through -their own 
action, by either rejecting or undermin ing- the services provided. 
Mexican American mental lfealth clients are a vivid example of 
this phenomena, in that, they have consistently uhderut il i*z.ed 
services in the past or rejected portions" of the entire service 
delivery system. 

The. form the consumer participation takes is as important as 
its existence per se*. It shbuld involve, according to Zamorano- 
Gamez , § Carsman (1978) not only a mechanism by which a 
community's voice ean be heard in the decision-making and policy 
development process for planning and implementing services for 
that community, but also the inclusion of delegates of the 
various constituencies and consumer groups in that community who 
would represent community needs, approving and rejecting policies 
and programs, and inform and se-Hcit input from their .respective 
constituencies on decisions or proposals beyig considered* 

r ■ 

Although consumer participation in more recent times was 
introduced through P.L. 89-7.49 in 1966 , when copiprehens i ve health 
planning agencies w^re established, there was no significant 
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impact , > especially' on minority groups until the "passage of the 
Community Mental - Hea] th Amendments of 1975' (P^L. 94 r 63) which 
mandated that governing boards /of a CMHC as a whole b$ 
repr esentative^ of the residents. o£ area, especially with respect 
to occupational, age, sex, and other jiemogr^ph^k character i&jkics . 

embers of the boaras' were to be 
individuals who were not health care providers. The language' £>f 
P.L% 94-63 1ias fc encouraged more consumer participation, but* as 
Andrade (1981) documents, for Mexican Americans in Texas, 
representation on CMHC boards is still far from adequate. 



Andrade (1981) also summarizes research which documents that 
for those representatives of the community of whatever ethnicity 
who have, managed to fjnd themselves appointed to boards, their 
efforts often meet wfth frustration because of lack of experience 
or expertise or because of the complexity of the system itself. 
Patronizing attitudes of prof essdonals and administrators or 
citizen v input that runs counter to a center staff's own opinions 
usually result in Lessen enthusiasm, for the consumer's input. 

Harris (1972) argues that community involvement ifr &he 
development o%f a community mental health center is' looked upofi 
with distrust by most urban minorities, based on their past 
experiences with public institutions. The history of active 
involvement of the poor and , uneducated in the planning of ^ 
services for their community has not beei* .a long one. Attest, 
the past two decades' experience with anti -poverty programs have 
been able to organize some citizen involvement, fragmented as it 
might have been. ^Harris attributes part of the community 
participation elicited by the poverty programs to the^ fact that 
individuals could see the fruits of their,, efforts in more 
immediate and tangible ways, e.g., jobs and §Qtinomic development 



projects. With the pMHC programs, the immedi|1rb benefits are not 
so visible. Harris also suggests thay the CMHC will be more 
effective, boih in addressing community mental health needs and 
in encouraging citiz.en input, if planning involves the 
community's overall needs. If the CMHC. can participate in 
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stimulating resources to meet other • bas ic services and needs of 
the community, it will be serving its mandate, as well as gaining 
credibility as a helping inst i tution ' in the area. 

One method of obtaining cit izen input which seems to be 
popular among community mental health centers nationwide is the 
consumer sat isf at ion survey. Sorenson et , al. (1979) reported 
that 173 (48%) of the 366 CMHCs they, surveyed 'had conducted some 
type of consumer feedback evaluation withrn the past two years 
and that many other centers planned to initiate surveys in the 
near future. The information derived from consumer satisfaction 
surveys is usually beneficial only as documentation for funding 
^ sources or the local board of the effectiveness of services pr 
programs. Nevertheless , ^there are conceptual and methodological 
, problems with such "measiires , in particular the fact that a center 
receives no information on needy individuals who do not come in 
for services. Furthermore, the results are seldom reported back 
to tjje community" or.rto the client population. 

Planning' services for, any community/ "must take into account 
prevailing community attitudes' and V G ^ entia l motivations" 
(Angrosino, 1978). Research conducted in one community by 
Angrosinor on community, staff and consumer attitudes toward a 
mental group home demonstrated, the necessity' of including 
h community involvement and education about services as part of the 
early stages of the planning process. Comirrairity acceptance and 
utilization of' services often hinges 6n local understanding of 
the goals and methods of the program. If. this information can be 
communicated early in the jtevelopment of program misconceptions - 
and community opinions bas^u on misinformation are less likely to 

hinder the*service delivery process. 

o 

Community response's to mental health and mental retardation 
programs can be categorized into four basic types: l) the anti- 
participation role, where the agency or project is - seen as aa* 
intruder and is therefore rejected x>y the ssmmunity; 2) consumer 
' response in which, the services are perceived by residents to.be 
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of benefit to the community and themselves; 3) the franchizer 
response, in which the community sees the agency as external to 
itsel/, essentially existing in but not^ for the community in 
order for one group to provide a service to another group; and 4) 
the sponsor role, where tfee community participates in contracting 
for or supporting the program (Angrosino, 1978). 

Functions and Roles of Planners . 

-^Various factors influence the endeavors of planners and 
consequently th>e type of planning activities that they initiate. t 
Among these are the personal attributes ami values of the 
planner, the type of skills, training and previous experience of 
the planner, and the resources and support available "to them 
(Lauffer, 1975). Other factors also play a role, such as the 
sophistication of the existing data system from which planners 
must draw for information and the planner's ability" and 
inclination to utilize such information in- his or her planning 
strategy. . The socio-political and organizational framework in 
which the planner must carry out his duties and responsibilities 
also has great bearing on the type of planning that is 
implemented. , Lauffer- (1975) proposes that planners generally 
perform three basic functions in direct service agencies: 

l) > \obilizatJLon of support for the 

agencyAs- ideology ^ program ^ or financial ^ 

needs; 2) guidance for the process oF * 
interorgani'zational exchange of such 
resources " as personnel, specialized 
expertise, y facilities, funds and 
^influence; and 3) direction of agency 
efforts at changing community * resources 
and ; program^ outside the direct - 
jurisdiction of the agency itself but 
necessary to the welfare of its clients 
and constituents. (Lauffer, 1975, p. 53) 

The- personal skills of" *the planner, such as his or her 
ability to use, certain type of survey techniques, expertise in 
understanding and manipulating social indicator data, or ability 

/' ■ 
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in community organization and advocacy, can to a great extent 
determine the type of tools and the method of planning * the 
individual "will initiate or emphasize with an agency. 

Two pitfalls which planners may fali into are those of 

concentrating too much on data gathering and comprehensiveness of 

information available to them for planning that it may lead to 

either very gei^ral, idealistic goals which may be partially or 
wholly unattainable or may result in developing goals which are 

not* act ion- or iented. The planner in effect may becom^ so 

involved in the data collection and analysis process tha.t he or 
she never addresses the implementat ionU§egment of planning. 

The kind of formal and informal training and skills which 
planners possess are often a crucial factor in their lev#l of 
effectiveness and , credibility with the various groups . and 
individuals they must work. Among some of the basic skills 
necessary are analytical, negotiating and decision-making skills 
(Lauffer, 197S). Human relations and inte#ctive skills are also 
of prime importance, as are organizational, political, and social 
planning theory. Knowledge of' community organization, data 
analysis techniques, and administrative ability are also 
significant assets in planning. Perhaps the significant criteria 
i,s a thorough understanding of the purpose, goals, theoretical 
framework and practical application of the service delivery 
process for which planning is being undertaken, whether it be 



health services, mental heaTtTfr pTanning7™5T ^cmre~mhel "htmran- 
♦service delivery system. 

Relevance for Culturally Appropriate Service Delivery . 

The various conceptual schema , definitions and role 
prescriptions for planning point to the Importance ,of studying 
the mental health planning system and itd response to issues of 
culturally appropriate services for Mexican American^.- Not only 
must one consider national, local and state policies and. their 
impact on the quality and effectiveness of mental health services 



to Mexican Americans, one must also consider the iptent, 
execution, and impact of - planning activities undertaken m by 
administrators and staff in the state mental health system and in 
community; mental health centers. To a great extent, the policy' 
J^evel planning be^g undertaken should be reflected -in the 
program #nd implementation , level planning being carried out at 
the regional and local levels. As has been pointed out, the roles 
and value orientations of the administrator and planners involved 
are often' important factors in the scope and effectiveness of the 
planning .process, ■ In addition, the inclusion of Mexican- 
Americans in the various levels of planning is essential to the 
adequacjuK)f effectively planned programs for Mexican American 
mental health needs. Whether attempted through a participatory 
model of- planning, a strictly ratUonal-based approach, or a 
combination of the two,. Mexican American involvement is a factor 
to consider in determining the successful accomplishment of 
culturally relevant programming. 
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CHAPTER III 



• THE MANDATE FOR MENTAL HEALTH PLANNING 
• . ' • * 9 

The federal government's expanded role in the mental health 
delivery system did not actually emerge until after World War II, 
with the Congress 1 passage of the Mental Health .Study Act of 
1955. This established the Joint Commission on Mental Illness 
and Mental* Health, which made sweeping recommendations for the 
development of services in \local mental health clinics and 
general hospitals as alternatives to those in large state mental 
institutions which predominantly cared for -the mentally ill- at 
the tim^e. The recommendations were finally embraced by -the U.S. 
Congress in the passage of the Community Mental Health Centers 
Act of, 1963, with the strong push and support of President John F. 
Kennedy. In a sense the Act made necessary for the first time the 
assessment of local mental health needs. In addition, the thrust 
of the Act made Comprehensiveness 11 of services an important 
aspect of ^providing ' local mental health services. It also 
emphasized the development of prevention services and the 
catchment area concept as a means of identifying the local 
community for which services were to be provided. , 

v 7 

"Congress authorized grants to the states to ; develop 
comprehensive mental health plans as early as 1962. It was with 
the aid of federal appropriations that -Texas and many other 
states developed • their first State Plan' for Mental Health 
Services. 

With the passage of the Community Mental Health Centers Act 
of 1963 and its subsequent amendments, federal financial support 
was provided' for construction of center facilities , and -for 
assistance in staffing the CMHCs created under the Act. • 

The* construction grants were 'dependent on fulfilling certain 
requirements, a primary one being the development of a state plan 
for identifying and prioritizing the areas of the state mdst in 
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need of centers for community mental health (International 
Encyclopedia of Psychiatry,* .Psychology, Psychoanalysis and 
Neurology, pp. 2$0-253). 

The Mental Retardation Foundation and Community Mental 
Health Center Construction Act (P.L. 88-164, Section 204) 
require-d that each state in order to receive funds under the Act, 
submit a plan fro the federal government for mental health 
services. CatCnment areas were to be designated by each state in 
their state mental health plans in the 1963 federal mandate. 
t States were also required to submit to the federal government 
state plans fpr approval in order that applications from within 
their state for community mental health centers (CMHCs) could be 
considered, A further* requirement was that -GtfHCs were to provide 
services in a non-discriminatory manner (Kuramoto, 1977). 
.\ * * 

The National Health Planning and Resources Development Act 
of 1975 (P.L. 93-641) significantly impacted the level of health 
and mental health planning activity which was required by federal^ 
mandate. 1 This statute requited comprehensive health planning, 
which was interpreted to include mental health services planning. 

> 

State Plan Requirements of Public Law 94-63 ,. 

The Community Mental Health Centers Amendments of 1975 (P.L. 
94-63) addresses the issue of planning for mental health services 
more specifically than any^ other previous legislation. Following 
previous precedent, Title III of^P.L. 94-63 required a State Plan 
for comprehensive mental health services of each state in order 
for CMHCs to be considered for funding under the Act. However, 
this Act contained many more stipulations, ranging from fiscal 
management specifications to brlingual services, and included an 
increased emphasis on Stale and local level planning, and cytizen 
involvement (Kuramoto,' 1977). P.L. 94-63 also provided *for 
* grants to be awarded to CMHCs for planning. 

X For a detailed analysis of this legislation, please, refer to 
Sepulveda-Hassell, 1981. v 
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P.L. 94-63 required the state mental^ health autfiority fvhich 
in Texas-was the Texas Department of Mental Health and Mental 
Retardation) to : 1) describe annually the comprehensive mental 
health services provided by the State for the year in which "grant 
application was made; 2) establish and carry out a plan to 
eliminate inappropriate placement in institutions, provide for 
appropriate non-institutional placement , and improve quality of 
institutional care;- and 3) prescribe .and enforce minimi^ 
standards for maintenance operation of ment-al health programs and 
facilities . 

♦ 

Provis ^pns of this federal law required the State Plan to 
include an administrative section and a services and facilities 
section. The administrative provisions amounted to a report 
describing compliance with the provisions for appointment and 
operation of a state* advisory council to the state mental health 
agency, assurances of the state . agency 1 s compliance^ with the 
Department of Hea,lth, Education' and Welfare reporting 
requirements (including the submis-sion of report on the annual 
review of the State Plai^ and a description of th'e, state agency's 
provisions for a ijjerit system within its personnel policies. 

The services "and facilities portion of the State Plan was to 
address 'the services to be offered within the state by CMHCs and 
the facilities to be utilized by the centers for service 
delivery. The State Plan for mental health was to be consistent 
with, the sections of the state's health plan relating to mental 
health services, as prepared to comply wi th the Public Health 
Se,rvi,ce Act, under provisions of Section 1524(c)(2) or Section 
314(a), as applicable. ' m 

The specific provisions required in the services and 
f acili ti es "se^t ion of the State Plan were as follow?: 

(B) set forth a program for community- 
mental health centers within the State (i) 
. • which is based on a Statewide inventory of 



24 



existing facilities and a survey of need, 
for the comprehensive mental ' health 
services described in section 201(b); 
( ii ) which* conforms with regulations 
prescribed by the Secretary under section 
236 ; and (iii) which x shall provide for 
adequate community' mental health centers 
to furnish needed services for persons 
unable therefore; 

(C) set forth^prescribed under section 
23§, for the projects included in the 
program described in subparagraph (B^ , 
arid, in the case of projects under part C-, 
provide^ for the completion of such 
projects in the order of such relative 
need; 

(D) emphasize the provision of 
out pat ient services by community mental 
health centers as a preferable 
alternative to inpatient hospital 
services ; and 

; - 

(E) provide minimum standards (to be 
fixed in the discretion of the State) for 
the ma intenance and operation of centers 
which receive Federal aid under this title 
and provide for I en for cement of such 
standards/ wi th respect to projects 
approved by the Secretary under this 
title. (P.L/iJ^6S\ 1975) 




foreseeing the "need for ca&ful and systematic - development 
of community mental health centers*, the lawmakers fncluded i n 
Section 202 of P.L. 94-63 provisions for application for planning 
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grant funds by public and non-profit private entities for the 
development of CMHC programs , Any project funded_ was required 
to: 1) assess the needs of the area for mental health services, 
2) design a community mental health center program f #r ' the, area 
based on such assessment; and 3) obtain within the area financial 
and professional assistance' and support £-c^ the program, and 
initiate and encaurage <cont inuing community involvement in the 
development and operation of the program, f 

The maximum amount granted to any project was set at 
$7$,000, and^'the authorization amount in P.L. 94-63 allowed fbr 
at least 50 projects each year in 1976 and 1977 to be funded 
nat ionwide , 

Grants under P.L, 94-63, Section 203, for initial operation 
of a CMHC were required^to provide the 12 essential services, or 
provide a plan to the' Secretary of DHEW for providing th^se 
services within two years after ^he receiptxof the init ial^rant , 
In addition, grants -could be awarded to a CMHC only if an approved 
State Pl^n had been submitted to DHEW, which met all the 
requirements of Section 237 of 'the Act, 

Centers receiving grants for initial operation for 
consultation and education, or conversion grants under % the 
funding authorized by P.L. 94-63, were required to provide: 1) 
an overall plaji and budget that would meet the requirements of 
Section 1861 and of the Social Security Act, and 2) assure that an 
effective procedure was operational in the center for gathering, 
maintaining and evaluting statistics which would be reported 
periodically to DHEW, The statistics ^onjsisted of data on the 
center's operational costs, its service utilization patterns, the 
availability, accessibility, acceptability, and impact of 
services on residents of its service - area. The general 
provisions of PL 94-63 .also, emphasized the need for CMHCs to 
involve area residents in the review of. its services and 
programs. 
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Two other' planning requirements in P.L. 94*63 were: 1) a 
financial support plan to address financial resources to be 
tapped as federal support diminished, and 2) long-range plan for 
expansion of the center 1 s services in response to future 
projected demand for comprehensive mental health serv ices by 
residents of the service area. The plan was to include: 1) a 
description of planned growth in the programs of the center; 2) 
estimates of increased costs 1 ari sing from such growtfy; and 3) 
estimates of the portion of such increased costs to be paid from 
Federal funds and anticipated sources of nor -Federal funds to pay 
the portion of such increased costs not to be paid from Federal 
funds. 

An interesting requirement included in P.L. 94-63 was the 
stipulation that a program of on-going evaluation of program 
effectiveness as it relates to community needs, as well as 
quality review program, be provided by the center, by obligating 
an amount 45 equal to at least two percent of its previous fiscal 
year's operating expenses. 

P.L. 94-63 was specific as to the response 4 that canters were 
to make in planning for services for limited English-speaking 
populations in their respective catchment areas. It required the 
development of a plan for services for such a population sub- 
group that would demonstrate responsiveness to its needs, and the 
provision of services in the language and cultural context most 
appropriate to such individuals . 



National Guidelines Regarding Planning . 

Aside from national legislation requiring mental health 
planning at the st&te and Ibcal level , the national and state 
standards developed for gubiic mental health services funded 
through federal, state and regional sources also provide 
guidelines and set minimum components for planning. 



eric' . 36 



z 3 



27 

The National Standards provide specific criteria for' 
development of a compreh^ff^ive service plan for each community 
mental health center (CMHC). The standards describe three types 
of assessment approaches which w can be used as methods for 
determining /quality of care, and^ developing* standards: 
assessments of structure, assessments of process, and assessments 
of outcome- the National Standards for CMHCs, although a 
combination of these three approaches, places a gi^eater emphasis 
on the structural assessment criteria. The structural approach 
focuses on the organizational features and prerequisites 
necessary for providing quality care, while the process approach 
is designed to assess activities of care providers to determine 
if such activities constitute good care. The outcome approach 
uses as standards of measure criteria related to' the results of 
the treatment given, especially from the perspective of the 
client's health status and satisfaction with services. The. fact 
that the national standards favors the structural approach is 
reflected in the criteria *by which planning standards can be 
judged as met by CMHCs. 

I 

The sta^ards and criteria of assessment for development of 
a* comprehensive plan of services by a CMHC, as delineated in 
§fection II of the standards (Program Administrat iorv3 , is provided 
below. ^ 



A Comprehensive Plan of Services 

V 

Standard 

Thete shall be a • Comprehensive Plan of 
Services which is updated at least 
annually to reflect changing needs. The 
Plan shall include the following: 
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* Criteria 



A. A description of the community to be 
served in terp^ * of demographic, 
geographic , and economic data , using 
already existing da£a whenever possible. 

B. A description of the human services system 
serving the target population, including 

%* social services, public healfh services , 
>^^^visit ing nurse services , rehab Mi tat ion 
services , employment services, sheltered 
living arrangements , services of private 
agencies. 

% 

C. Estimates based on available data of the* 
types and extent of signi f icant social , 
health, and mental health problems in the 
community including estimates of the 
types * an ^ extent of emotional and 
substance abuse disabilities in children, 
adolescents , adults and elderly . 




A description of ^^rifst ing services 
dealing with the problems estimated in C 
including an evaluation of the degree to 
which the services match the est imated 
needs. 




E. A projection of the amount and type of 
Center ^-frtfrviceS needed to adequately 
^ serve' \ the unmet comprehensive 'mental 

health ii&eds of the service population as 



described in D. 

F. A ^descr iptiln of the purposes, goals and 
objectives of the Center. 

E&1£ ' 38 
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G. A description of how, when, and where 
proposed programs described in F will*t>e 
implemented including the methods to be 
used, the projected costs, and the means 
of financing . 

H. Where proposed programs are to be provided 
through affiliations with community 
agencies , the' authorities and 
responsibilities of the Center vis-a-vis 

v the affiliating agencies must be clearly 
spelled, out in writing. 

I. A description of the hours of operation of 

the various services, f 
* 

• * * 

J/ A description of w efforts to assure 

* accessibility and availability of 

services including arrangements for 

making services available to those in 

nursing homes, jails, etc. 

K. A description of working relationships 
with other health and mental health 
facilities serving the catchment area. 

) 

L. A description of working relationships 
~™~ ~TfTtlT~oWer frumW 

described in B above) serving the 
v catchment area. 

M. A description of working relationship 
with health planning and other relevant 
planniiyj agencies. 

; N. A^ description of the means for assuring 

3-9 * 
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\ citizen^ and client input to program ' 

. planning (NIMH, 1977). 
i * 

' v 

The Standards also outline requirements for centers to maintain 
both a. program evaluation component^ and a quality assurance 
program^ 

Mental - Health Planning Requirements in Texas . 

The only referenc^^ to the development of planning for ^ 
mental health services under House Bill 3', the Texas Mental } 
.Health and Mental Retardation. Apt , as amended, are those found in 
- Arti&e*5S^£jf&. It' requires submission of a plan to the TDMHMR 
by each community mental health center as soon after its 
establishment, is possible; th^e plan submitted should project the 
financial, physical a£d personnel resources of the* region to be 
served. The implementing guidelines fo* this mandate for 
community mental health planning are described more fully in two 
important TDMHMR documents: The" Principles and Standards for 
Community Mental Health Centers ; and the Rules of the 
Commissioner of Texas Department of Mental Health and Mental 
Retardation , 

In ThV-^rfnciples and Standards for Community Mental Health 
Centers , the board of trustees of each center is responsible for 
reporting "annually to the sponsoring agencies on the Center's 
progress, needs > and goals" (Texas Department of Mental Health and 

~~ MentTt^^^r^arirniT^ 19? Sir}. — A: guiding pri Ttcirpl e has a 1-se been 

established that requires^ the board" of each center to "maintain 
an annual and long-r^nge comprehensive Service plan which 
specifies needs and objectives in program areas (Texas Department 
of Mental Health and Mental * Retardation, • 1978b). The mi 
accompanying standard states that the board shall require "a + 
comprehensive service plan describing community needs and^ target 
population which is reviewed and updated annually" (Texas 
Department of Mental Health afl|pMental Retardation, 1978b). 
Provisions for ensuring th^t the service plan of the center is 
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followed is left up to the authority of each center's boar.d. The 
standard mandates that quarterly reports of the center's 
operations in each program area be required of the 7 center%tatf 
by the board, and that these reports include as minimum data or^y^ 
the quantity of services provided*, any deviation from the goals 
in the, 'service plan, and any change in the implementation of the 
center's programs . In addition, the board is required by the 
standards to monitor quarterly unit costs of services and to 
review budget expenditures and re/enues of the center on a 
monthly basis. (Texas Departmej>c of Mental Health and 'Mental 
Retardation, 1978b) . 

The Comprehensive Se/vice Plan^which each centet^ must^v 
' develop is required to Address the following services, in 
addition to any others the board may choose^j^ 
• ■ 

screening of, residents being considered for admission to 
stare residential facilities; . - 



emergency services; • . 



outpatient services ; 



therapeutic and rehabilitative services aimed at 
maximizing independent living in the community; 

transitional and long-term residential services; 

♦ 

twent>-«f our (24) hour intensive treatment services 
OrtfJatient services for persons who cannot cope 
successfully with their communities or who are dangerous 
to' themselves and- others. ^ 



- services to meet the mental 'health and substance abuse 
. ' needs of children, adults, elderly, (Texas Department 

' s ' * . of Mental Health and Rental Retardation, 1978b). 

■ , ■ • • 

The State Standards* alsonrequire that eacjr center nraintain a 

(* 

Quality Assurance System Co .assure s that a mechanism exists to 

s 
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determine if v standards -are met arid *to recomnrend needed 
improvemen&fcin service delive^* The stipulation in the State 
Standards regarding development of a comprehensive service plan 
follows closely the requirements set forth by the^ federal 
legislation. 

r 

In addition, to the requirement *Ehat a CMHC, maintain an 
annual and long-range comprehensive\service plan which specifies 
community needs and a description of the target population, the 
Principles rnd Standards also state that the center minimize 
social and cultural barriers to receipt of services by having 
bil ingual/bicultural staff and materials as appropriate to the 
service area, and that all staff be* familiar with the culture of 
the major population subgroups in the service area. (Texas 
Department of Mental Health and Mental Retardation, 1978b) . 

The Rules of the Commissioner (Texas Department of Mental 
Health and Mental Retardation, 1976b) governing community mental 
health centers was published by the Department in January 1976. 
These Rules require that a plan be submitted to TDMHMR by each 
board of trustees established after the effective date of the 
rules (Rule ^002). New CMHCs developed after the Rules were 
approved are requi red to submit a plan for mental health and 
mental retardation services to the residents of the area. The 
plan* is to consist of: a description of the catchment ^area, in 
terms of the physical, financial, and personnel re^sourc^s; the 
extent to which othe^ services agencies in the community were 
involved in the planning of services by the new CMHC; the . longV- 
range service goals of the center; and the cost of the services 
being £r<$pl^6<L Centers with a functioning board of 'trustees 
pripr to the promulgation of the Commissioner's Rules are only 
required 'to submit annual plans describing proposed activities 
£ot*the coming year*. The Rules also indicate that a center's 
planning process is required *to take into account the social , 
cultural, and economic factors of the population yi its service 
area. * 
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The Texas Department of Mental 'Health and Mental Retardation 

+ 

State Plan for Comprehensive Mental Health Services (Texas 
bepartment of Mental Health and Mental Retardation," 1976a) also 
makes reference to the need for responsiveness to community needs 
and values and to relevancy in meeting the individual client's 
treatment needs- The Plan outlines the TDMHMR^Philosophy^ of 
Treatment and Care, which incorporate the following four 
principles : 

a. The TDMHMR f s care and treatment must focus on client 1 s 
needs . 

b. The system mu/t take positive action not to abridge the 
rights of clients. * 

c. Th6 system must assure that clients receive M high 
quality care." 

d. The delivery system must be 4 responsive to community 
values and att itudes when designing programs and 
delivery systems (Texas Department of Mental Health and 
Mental Retardation, 1977), 

Planning Services for Minorities . 

J 

The Report of the President's Commission on Mental Health 
(1978) ^pointed out that any attempt at defining and assessing 
mental health problems must consider the contribution of such 
factors as poverty ; unemployment and institutionalized 
discrimination based on race, ethnicity, and sex. 

This recommendation by the Commi ssion had to some extent 
: already bejn addressed by the Co'ngress in drafting the Community 
Mental H^Uth Amendments of 1975,. The amencjments had sought to 
"assure that the special concerns of discriminated minorities were 
addressee! by CMHCs in their planning by requiring citizen input 
that was representative of the service area, by stipulating that 
* programs and services reflect the needs n>£^the community being 
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served, including population sub-groups^ and^in the case of the 
limited English-speaking and culturally distinct minority, CMHCs 
were to plan for appropriate staffing and programming in the 
delivery of services.' 

Aside from the natipn^l legislation, and the national and 
state standards mentioned, there are several other documents 
which provide some guidelines for planning and which specifically 
address the planning ^ocess as it relates" to the services for 
the Mexican American client. Foremost .among them is Thet Report 
to The President's Commission on Mental Healthfrom the Special 
Populations Sub-Task Fanel on Mental Health of Hispanic Americans 
(1^78) assessed the limitations and problems in current 
approaches ^o research > and service delivery for Hispanic 
communities,. Tl\e~ Hispanic, Panel made several recommendations 
which relate to various elements^ of planning. For example, it 
saw the tfeed for v data-gather ing efforts to be coordinated among 
federal agencies, andUf or^tatistics collected by' these' agencies 
to include ethnic^xx4akdowns in order to determine demographic 
and epidemiological ' characteristics of Hispanics and major 
Hispanic sub-groups, sucih as Mexican Americans, Puerto Ricans, and 
Cubans. The Panel alsa faund that data on incidence and 
prevalence of metital illness in Hispanics were practically non- 
existent art|ffcthat epidemiological research efforts needed to, be 
funded at 5 all governmental levels. Without such basic knowledge, 
the Panel's members noted that planning appropriate ai)d needed 
services for the Hispanic he comes a matter of intuition, Creative 
'deduction,* and sfyeer guesswork^ 

V 

• " i ■ 



" • . .44 



35 

* 

* CHAPTER IV 

MENTAL HEALTH PLANNING AT THE STATE LEVEL 

The federal promotion of state planning" for mental health 
services, which was initially begun in 1963 with the passage of 
-the Community Mental ' Health Centers Act (P.L. 88-164) has been 
actively strengthened fn recent legislation, most notably the 
National 'Health Pla.n and Resources Development Act of 1974 (P.L. 
93-64,1) and the Community Mental Health Centers Amendments of 
1975 (P.L. 94-63). The requirements of these legislative 
-^maiidates for planning have le<Kto the establishment of an annual 
system of mental health planning at the state level. The legal 
framework, however, has, provided significant support for a 
community-based and, participatory-oriented planning system. A 
manual for. state mental health planning prepared through a 
contract by NIMH emphasizes this approach and introduces 
guidelines by which local level input and consensus can be 
incorporated into a statewide comprehensive approach to mental 
health planning,- which integrates the traditional state 
institutional structure with community-based services (Hagedorn, 
1977). 

Although the rational, analytical approach to . planning ^ i s 
' not rejected or set aside by the current federal regulations on 
planning, the emphasis on rational planning approaches has been 
so great in the past that a participatory approach is how being 
promoted in order to achieve some balance or integration in the 
planning approaches used. 

') «• 
State Planning .Activities of the Connecticut and New Mexico 
Mental Health Authorities . 

One state's response ^to the need for statewide planning of 
mental healjth services is exemplied by the Connecticut Mental 
Health Planning Project (Pedersen et al. , 1973). The Connecticut 
project was"~successful through state legis.lation in establishing" 



I 36 

regional mental health ^planning councils^ whosei m ^3 0 | 
responsibility is to review funding applications regarding mental 
health services • and to make recommendations to the 'state's 
Commission of Mental Health. Although the State was authorized 
to make the ultimate decision oil any funding proposal, the mental 
health councils played a coordinative and influential role in the 
State's planning and resource allocation process. In addition, 
the' councils served as mechanisms for identifying and 
prioritizing community needs and spurrfitg local agency response § 
to these needs., I^ach of the 14 councils had at least one planner 
to provide staff support. The majority of the project 
applications reviewed by the council^ or their designated 
committees pertained to grants for comiffupity mental health 
services, psychiatric clinics in general hospitals, and child 
guidance clinics. The effectiveness of the Connecticut planning 
system is described as "one with limited local participation in 
the regions and residual centralized authority in the stfrte" 
(Pedersen et al., 1973)* T&e authors, point out the alternatives 
as being those of centralized authority -retained at tHfe state 
level or of complete delegation of authority to review and' fund 
projects vested in the regional council^, provided that each of 
the. councils develop a regional comprehensive services plan* As 
they report, the "limited model -of planning" currently being 
implemented jointly by the State and the regional councils has 
resulted in a limited citizen response and participation. 

fcThe New Mexico 1979-80 Mental Health . Plan (Health § 
Environment Department, 1979) provides an indication of the 
concerns in that state with improvement of systematic planning 
for mental health services. The Plan identifies the need for 
continued coordination 6f state and loc^l level health aad ment|l 
health planning throlfh participation in interagency committees 
and task forces. The Plan also <deli>eates objectives, for 
implementing several planning projects, including the development 
of a five-year financial ^resources •plan, a proposal fdx an 
epidemiological study, and an assessment of services to special 
populations. Input from CMHC directors, the Chicano Mental Health 
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Task Force, and from representatives of the -various regions of 
^t^e state is one important aspect # of' the planning process 
proposed in the New Mexico State Plan. 

Philosophical Basis for Planning in Texas , » 

V » 

Philosophy of the Texas Department of Mental Healfh and 
Mental Retardation sees mental impairment as a social problem 
requiring" the involvement and cooperat ionAf various public and 
private agencies to resolve the problem. Tire department espouses 
a philosophy in three major areas 'prevention and promotion; 
treatment and w care; and administration and organization (Texas 
Department of Mental Health and Mental Retardation, 1976a). 

Prevention and promotion are defined as identifying the 
social and personal stresses faced by high-risk individuals 
before major impairment occurs by providing ' for early detection 
and interventipn. The treatment and care philosophy, as outlined 
in the 1977 State Plan, stresses the importance of focusing on a 
client's needs, clients 1 rights, high quality care, and 
responsiveness to community values and attitudes in the 
development and implementation of programs and services. The 
Department's philosophy regarding administration and 
organization includes consideration for efficiency and 
effectiveness of treatment, equity in service delivery to all the 
people of Texas, adaptability to change, compliance with all 
applicable laws and regulations , effective organizational 
structure, and coordination of services with other entities into 
a "human services network." 

In the fall of 1974, TDMHMR hel^ 10 intensive., planning 

conferences which led to the development of what the* Department 

calls the DPP "Dynamic Planning Process." Since that time the 

♦ 

primary thrust of the m current' planning process has been 
deinst itut ionalizat ion - - the development of community-Vased 
services for the care, treatment, and rehabilitation of clients 
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in the least restrictive -setting (Texas Department of Mental 

» 

Health and Mental Retardation, 1976a). 

Texas' Dynamic Planning Process . 

The. Dynamic Planning Process was introduced in 1974 in 

TDMHMR's central' administration as a result of several driving 

forces, both internal and external to the system, including the 

federal requirements for development of a State Mental Health 

Plan, litigation against TDMHMR regarding the adequacy of its 

programs and services, and problem areas . identified by the 

department's top administrative heads (Thompson, 1980). 
» 

The new process allowed for input into planning by top level 

administrators, who composed a Policy Control Group, as well as 

nrid-level administrators and technical experts on the 

Department's Central Administrative staff, who formed an 

Operations Gontrol Group. The functions of the committees, both 

of which operated , on- an ad hoc basis, were distinct: The Policy 

Control Gro^ip functioning primarily as an interpretative body 

•between TDMHMR Board policies and administrative planning and 

programming efforts; and the Operations Control Group's major 

role being one of an on-going coordinative and supervisory group 

to insure the smooth and timely conduct of the' plan development 

process. A third source of input into the Dynamic Planning 

Process was that of field personnel who served on work groups o* 

* l 
task force committees as needed. The role of the full-tune 

TDMHMR planning staff was a limited one during the initial 

development phase concerned primarily "with setting policies and 

planning priorities/ but later the planning staff were assigned 

the bulk of the technical aspects of writing the final planning 

document to be submitted to the federal government.^ 

• <■ 
Despite this rather elaborate and supposedly systematic 

. approach to planning, Thompson (1980) concludes that the actual 

written document, the Tejcas State Mental Health Plan, was 

essentially the work of the two TDMHMR full-time planners and 



_ 39 

that the relationship of the State 'Plan to the programming and 
operations of TDMHMR were disjointed at best. In the case of 
problem-solving tasks^ .assigned -to the Policy- ^Control Group, this 
Operations Control Group or the informal worj: groups, this yas 
not always the case, and actual implementation* of recommendations 
was successful. But as Thompson comments, the ' State Plan 
submitted to comply with requirements of P/L. 94-^3 was "'shelved 
to gather dust -until its resurrection for 'updating 1 the 
following year . 11 His assessment , based on his four years 
experi ence as a mental heal th planner wi th TDMHMR, was that 
"planning ...was divorced from policy-making and budgeting" and 
that the "spate plan itself continued^ to be window dressing to 
'placate federal -officials' 1 (Thompson, 1980/ p. 18). 



The conflict between super- imposed directives for planning, 
whether at the federal, state or regional levels, and the siacere 
commitment to utilization of planning as a tool in service 
delivery continues to be problematic in the state of Texas. On 
the one {land, planning documents may be developed as a result of 
legislative or administrative mandate, but if they are not 
developed with implementation in mind or with serious input and 
thought towards making them viable guides for service delivery, 
then planning will continue to be a fruitless, costly, and 
frustrating exercise. When citizen input or a semblance of 
citizen participation is depicted in the planning process, but 
planning does ,not lead to implementation, citizens will feel 
defrauded, and planning will be'seen as_a subtle means of keeping 
the decision-making process inaccessible to the public. 

As the process utilized by TDMHMR in development of a State 
Mental Health Plan demonstrates , a cooperative problem-solving and 
short-term planning, can be accomplished through an administrative 
network of policy and .task-oriented committees. However, long 
range planning and t,he follow -up monitoring and v evaluation 
necessary to interface planning with implementation in the 
service delivery arena is a jnuch ^more difficult tas^ to 
accomplish. It is perhaps one which has not seriously been 



attempted becjuase it requires an on-going mechanism for periodic 
-Fevuew -and- re-evaluation of' lorfg-term foals ah<f plans ? a 
mechanism which does not currently exist. 

TDMHMR 1 s* Organizational Structure and its Relationship , to 
Planning , 

Several major changes have occurred in recent years in the 
organizational structure of" the TDMHMR which impacts on the 
relationship between TDMHMR and community mental health centers^ 
The organizational stricture which was approved by the TDMHMR 
Board^ on February 3, 1976, includes a separate division for 
Program Support* Services . This division wafs on the same level of 
line authority and communication with the three divisions headed 
respectively by the Deputy Commissioner for Mental Health 
Services, the Deputy Commissioners for Mental Retardation 
Services and the Deputy Commissioner for Community Services. The 
Program Support Services division consisted of four district 
organizational units: 1) Program Analysis and Statistical 
Research, 2) Standards Compliance, • 3) Quality Assurance, and 4) 
Planning Policy Analysis* Technical assistance and system 
coordination with the CMHCs was the designated responsibility of 
"the Deputy Commissioner for the Community Services. 

This or ganizat ional schema was " revised at the . April 21 , 
1-981, meeting of the TDMHMR: Board . The four functional units 
under the Program Support ' Services division were distributed 
under the major staff positions - (Assistant Commissioners) 
responsible to the TDMHMR Commissioner. A Planning and Resource 
Development section and a* Standards Compliance and Qual i ty 
Assurance se'ction became the responsibility of the Assistant 
Commissioner for Internal Administration while the' Program 
Analysis function was absorbed by the other Assistant 
Commissioner under the Information System Division. The 
responsibility for working |vith the CMHCs was retained in the 
division headed by the Deputy Commissioner for Community 
Services. 

"50 * 
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Two additions were made in 1978 to the State organizational , 
.structure: the appoi-piaerft of a State Mental Health Advisory 
Council, as required [by P.L. 94-63, and the desigpatipn of a 
State Community Mentai Health Center Advisory Council* The. two 
advisory councils both were conceived as advisory toadies to the 
Commissioner for TDMHMR. Although not included in the 1976 
organizational chart for the Department, an eleven member Texas 
State Advisory Council was already in existence, witfi both 
consumer and provider members serving on it. The purpose of this 
council, fthich was established to comply *ith federal law, was to 
review and recommend revisions to the Texas State Plan and its 
AnnuaJL Reports, as well as review of construcj&jon grant 
applications (Texas Department of Mental Health*^and Mental 

Retardationr, 1976a); • I 

'J 1 



Content Analysis of Planning Documents, 1977-1981. 



The "314(d) Plan," prepared in response to P.L, 89-749, 
Section 314(d) addressed four ne'eds critical to community 
mental health center movement in Texas: 

1. the further development of mental health /services in 
those areas creating} organized centers; / 

; ■ | 

t 

'2. the development of mental health service in rural and 
sparesly populated areas and areas no^ served by 
organized centers; 

3 . the development of a manpower program to address 
projected professional manpower needs; ana 

4. the development of a computerized database, to be 
designed to serve the needs ' of the Community MHMR 
centers (Texas Department of Mental Hea/lth and Mental 
Retardation, 1977). ■ v j 



The Texas Plan 'for Comprehensive Mental /Health Services 
(Texas Department of Mental Health r and Mental Retardation, 1976a) 
was prepared to meet requirements in the provisions of Title I 
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and Title II of P.L. 94-63. It also used as an outline the 
''Guidelines for the Preparation of State Plans for Comprehensive 
Mental Health Services, M dated February 17 , 1976 and prepared by 
NIMH. A previous State Plan had been prepared to meet the 
"requirements of P.L. 88-164; this plan was approved by the Public 
Health Service on May 20, 1966. In September, of 1974, the 
Department began a ser i es of ten Intens ive Planning Conferences 
to develop a base for the preparation of a Five-Year State 
Operating Plan, which resulted in the Dynamic Planning Process. 
The Texas State Plan gained full approval on October* 19, 1976, 
after additional . information was requested and supplied to Dr. 
Floyd A. Norman, the Region VI Administrator for the Department 
of HEW (Texas Department of Mental Health and Mental Retardation, 
1976a). The 1978 update of the Texas Mental Health Plan makes no 
reference to specific planning activities aimed at meeting the 
needs of the Mexican American population (Texas Department of 
Mental Health and Mental Retardation, 1977). . 

The 1979 Annual Review anj Progress Report (Texas Department 
of Mental Health and Mental Retardation, 1978a) of the Texas 
State Plan for Comprehensive Mental Health Services submitted by 
TDMHMR to comply with federal requirements contains v.ery little 
substance in relation to culturally specific planning for Mexican 
American^ mental health services. TDMHMR cites two programmatic 
efforts, one of which is the provision of cultural and linguistic 
programming in the San Antonio State Hospital ,f Chicano Unit" 
which affords space for 60 inpatients. The program is available 
.foV those hospital patients whom the staff determines can benefit 
from the Spanish s language therapy offered in the unity. The 
other major effort planned by TDMHNfil aimed specifically at 
meeting the needs of a predominantly bilingual, bicultural 
population was the development, of a Human Development Center -in 
Laredo, Texas. 

„ * The 1980 Annual Review and Progress Report (Texas Department 
of'Mental Health and Mental Retardation, 1979) was submitted by 
TDMHMR 'to the Regional Office of the Department of Health, 
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Education and Welfare, as required 'by law for review. The 
Regional Administrator noted that- the 1980 Progress Report pr'ior 
to its approval by DHEW should include a statement from TDMHMR 
relating its projected activities to assure "more relevant' 
programming for special populations" and delineating the TDMHMR 1 s 
plans and efforts in the area of affirmative action (Barton, 
1979). 

The response of TDMHMR to these suggestions were submitted 
in writing to the Regional Administrator on September 13, 1979 
and accepted by that office without question on September 12, 
1979. In relation^ to programming for special populations, 
TDMHMR's response point primarily to the efforts of. the IDRA. 
Mental HeaLth- Research Project, which are referred to in the 1980 

.Progress Report, specifically a contractual agreement for two 
workshops to be conducted by IDRA for -the 29 CMHCs in Texas on the 
delivery of .mental health services to Blacks and Mexican 
Americans*. Although a workshop was held by IDRA concerning 
service delivery issues as related to the Mexican American 
population, there was no agreement between IDRA and TDMHMR 
concerning a workshop on serving the Black population. In 
addition, the Progress Report's reference to a contractual 
agreement with IDRA for an analysis and assessment of the state 
mental health system's response to the. needs of the 
bilingual/bicultural client is misleading. ' IDRA research 
activities, in these areas were funded through an NIMH grant and 

V^n no way financially supported by the TDMHMR. TDMHMR did 
provide its cooperation in the research efforts, as <did the 
majority of the CMHCs in Texas, and IDR*A findings were widely 
disseminated throughout the state and community mental health 
system. TDMHMR f s intent to utilize the research findings in its 
programming for special populations^ is pointed to in the^ 19,80 
Progress Report; however, the method' by which the findings were 
to be incorporated into the state planning and service delivery 
system is never addressed in the Progress Report., In addition, 
specific programs for other special populations, specifically 
children and adolescents*, is addressed in , the Progress Report, 
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-out no mention, is made* of ongoing ' program efforts related to 
^Mjlturally relevant se?v*ices for the Mexican American population. 
One- can only conclude that nd such efforts are in existence or 
that they are* so insignificant as to merit no mention in a state 
menral health plan. 

:/ ' . - 

Mention should be made with respect to the federal role in 
appro>tal of the state progress report. Although the regional 
administrator pointed out the need to address the issue of 
culturally relevant programming in the 1980 Progress Report, the 
gesture seems a rather symbolic one, in that the report was 
approved without any significant effort or documentation on the 
part of TDMHMR to address th^ssue. 

. The draft for the 1981 Annual Review and Progress Report 
(Texas Department of Mental Health and Mental Retardation, 1980) 
of the Texas Mental Health Plan which was adopted by the TDMHMR 
Board, includes in, the goals a'nd objectives the development by 
1983 of M a plan for community-based services to .unserved and 
underserved identified target populations with specific attention 
to minor ity^grbups" (Texas Department of Mental Health and Mental 
Retardation, 1980). This is the first documented evidence of 
TDMHMR 1 s commitment to address tfre needs of minority groups in 
its planning process. However, no specific information is 
included regarding how this plan would be accomplished, who wou idT 
be involved, and what the scope and nature of the plan would be. 

The section of the 1981 Progress Report ^which contains 
narrative statements on the needs of special populations includes 
a section on the elderly, on children and ad/lescents , and on 
minorities as three distinct special population groups. The 
discussion of TDMHMR 1 s efforts tb address the needs of the 
elderly, children and youth coveTs programmatic matters , whi le 
the section on the needs of minority populations does nothing 
more than review^ the problems that Mexican Americans and Blacks 
may encounter with the current delivery; system. TDMHMR offers as 
a response* to these needs and problems the employment N)f a 
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Recraitirig Specialist to strengthen its "affirmative action 
efforts and . its cooperative relationship with IDRA, which has* 
conducted policy research <?n Various aspects of Texas mental 
health* system ^and <i 4 ts relationship to service delivery to Mexican 
.Americans * * **"V~ ^ 

State Planning and its Relationship to Service Delivery, to 
Mexican Africans in Texas , 

One can.not say that no planning occurs in jjthe development of 
state nventai health, services, since the state budgeting process^ 
requires budget request? £o be submitted for each biennium. Thi 
requires at least a three-year foresight on the part of state * 
administrators of the type and extent of services to bee provided. 

The problem lies with the method and scope of planning. The 
* planning whicfc ocdurs<is a closed system, in Vhich the public, 
especially minorities continue to* be excluded. It is also based 
on an^ irrational process of estimation of resources, based on f. 
reactive process rather than on "pro^ectfed needs; this an(p<unts to 
reacting to current problems a*nd basing future needs "simply on 
current levels of service '(Thompson, 1980). The .political 
process also greatly affects^he budgeting process from political 
pressures at the local* level , ^between the state hospital and CMHC ^ 
administration, ^wi thin central administration staff, the LBB an^ 
state legislators. • f 

46 ' 

In addition, there are no publicly stated goals which the • 

s^te i^ntaT health agency is strongly committed to. The Statfe 

•Mental Health *Plan is in essence a document whrch has developed a - 

% \ ' — 

formality to meet the federal guidelines, without any r^al 

significance for tjfce actual plans* and programs which the 

department develops and' endorses. * x 



Thompson (1980) point's out- that although the state planning 
system and thc^se chiefly involved with' the procSss were committed 
to developing a five year |>lan, a fundamental commitment towards 
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implementation of such a plan tfa-s lacking, as exemplified by the 
fact that the plan and the bud^ting process were not coordinated 
and^tHat programs were no,t developed consistent with the plan. 

In more recent -years, the State Plan developed in 1977, 
blasts, of be^ng the first plan which is interfaced with the state 
budgeting process. * r 'r 

• The value of a written document and of an open system of 
planning is that goals and objectives are pViblicly stated and 
therefore more likely to be understood by the community affected. 
In addrtion, it allows the public, and especially those • groups 
most, likely to bfc affected, a point from whi-ch to comment and 
evaluate^ the servrce^ being trffered and changes which are 
proposed in the service delivery system. 

Although to date there have bfeen no lawsuits ressing the 
specific issue of right or culturally and linguistically 
appropriate treatment, numerous cases whi'ch have established the 
client 1 s . right to treatment could in the future lead to the 
pursuit of similar 'legal bases for development of services 
adequate to address Hi*spani<^ mental health* needs. f 



i 

> 



56 



CHAPTgR V 

AN OVERVIEW OF PLANNING IN COMMUNITY \ 
MENTAL HEALTH CENTERS IN TEXAS ^ 

V 

In an effort to assess the current status of mental health 
'""panning in tlie community mental health centers of Texas, a 
selected number of centers and th e i r respective planning systems 
were studied in-depth utilizing a multi-faceted approach. The 
primary objectives of the research were: to describe the current 
level and type of planning activity being undertaken in the CMHC 
system in Texas ; ..secondly , 'to analyze and compare the ' strengths 
and weaknesses of the various planning experiences.^ CMHCs in 
Texas; and thirdly, to assess the Level of involvement and 
commitment of CMHCs in planning services for the Mexican American 
mental health client. 

As has % been outlined in Chapter HI, there ar^ several 
legislative and regulatory imperatives for CMHCs to engage in 
'planning of .mental health services. Aside from the federal 
mandate of P.L. 94-63 that CMHCs develop a comprehensive service 
plan, the State of, Texas also requires in its Rules of the . 
Commissioner (1976b) and in the Principl e ^ Standards for ^ 

CMHCs (19,78b) a significant, impetus for initiating planning 
efforts at the local levjel. How this, challenge lias been met by 
the CMHCs in Texas is the central issue to be discussed here. 

^ 

There .would seem to , be ample* ju^tif icat ion for local 
initiative for community mental health planning given that CMHCs 
find themselves having to adjust more— and more to providing a 
wide fc ranjje of services, with fewer anyj ^fewer' re^ourTes available 
to them. Careful and "efficient planning £or - the future is 
consistent wi£h current trends, both in corporate and 'human* 
service fields, especially to improve management and resource' 
allocation. In addition, the relative newness of most CMHCs 
allows for creativity and flexibility in their development, .as 
well as the '.opportunity to allow citizens to assume a 
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participatory role, in its service delivery process. If community 
mentaL health centers are" to truly reflect and provide for the 
needs. o v f their service areas, policies and plans for the delivery^ 
of serj£*Ce£ must be carefully developed and continuously 
examined. . * . 

Methodology . 

The study of CMHCs in 'Texas was conducted by reviewing 
. several* sources of information. * Foremost among them is 
information 'obtained from- administrators and staff of the 
community mental health center? themselves Data wa^s obtained 
from selected < CMHCs through on-site visits, to the centers and 
through personal and telephone interviews ♦ with executive 
directors", planners and other* administrative staff of the 
centers*. Table I lists' the centers included in the study. A 
review of written documents on the CMHCs 1 services, planning 
process, and other pertinent data was the third major source of 
inf ormat ion. uti 1 ized in this study. 

As can be noted from the list of Table I, not, all of the 
^thirty CMHCs 'in Texas were include^ in this analysis of planning 
at the community level. Pro ject* limitations , including time, 
staff, and cost constraints, allowed researchers to include only 
a third of the currently operat ing, CMHCs . Because the focus of 
the research was primarily to assess the impact of, planning on 
services to the Mexican American .client, several factors were 
examined before the centers were selected for inclusion in the 
study. Jfhe number and percentage pf. Mexican Americans in the 
service population of each center was considered in relation to 
the total Mexican Amer icaiTpopulat ion residing in all CMHC-served 
^reas of the statfe. Fourteen centers were initially selected f&r 
inclusion in this study based on this criteria (see Table II). 
These, fourteen, centers accounted ffo^93.1% of the K : Mexican 
American population served by CMHCs in Texas. All CMHCs included 
nn these fourteen CMHCs served at least 20,000 Mexican Americans, 
and had no less than 6.0% Mexican American population in their 
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^respective service area. 

Based on this selection process , it was ant icipated that a 
faifly representative view of community mental health planning 
and culturally relevant service programming would Se obtained 
from gaining an overview of the planning processes in these 
Centers.' It was later necessary to drop four centers from the 
study because 'd&ta essential for analysis were not available. 
The centers dropped from this study for these reaspns were: 
Amarillo CMHC, Gulf Coast CMHC, Harri/ CMHC, and Lubbock CMHC. 
Of thes*e Harris County Mental Health Authority was the most ; 
'significant loss, because of the size of its service area^and'the 
large Mexican American population residing i'n its service area. 

The type of information requested from CMHCs and analyzed 
carefully in this research project is as follows: 

» 1 >■ 

1. Organizational structure of the CMHC. 

2. Adminjstrat iv$ unit responsible for planning. 

3. Job description and job requirements of planning 
staff. . ^ . 

« 

4. CMHC committees involved in planning. 

5. Community involvement in the planning process. 

6. Specific efforts at culturally relevant planning for 
the Mexican American community. • , 

*> 

* 

7. Process and products of short 4 and long-range % 
planning undertake^ by the center > 

8; Needs assessment methods utilized. 
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TABLE I 






DATA-GATHERING TECHNIQUES 




TTTTT T7ED 


IN PLANNING 

.1.11 L. I i fjLfcl LI .1.11 W 


STUDY 


* 


CMHC 


ON-SITE 
- .VISIT 


A. 

3- 

DOCUMENTS 
REVIEW 


FOLLOW-UP 
INTERVIEW 


Austin/Travis Co. 


X 


X 


x 


Bexsr Co. 


^ : X 


X 


X 


Central Plains 


x- • 


, x . 


X 


Dallas 


X 


X 

it 


X 


Li iraso 
Gulf Bend 


v 

,x 


. • x. 


x 

X 


Nueces Co. 


' - x „ 


X 


X 


Permian* Basin 


, , " . X 


x> X 


X 


Tarrant Co. 


- X 


X 


X ' 


Tropical Texas " 


X * 


— T \ J 


X 



/ 

\ 



t 
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TABLE If 



Pertinent Data Utilized in, Selection of CMHCs for Inclusion in Planning Study 



II 



CMHC 



-No^-- oOiiapaoica . 
in CMHC Service 
Area* 



% Hispanic 

in CMHC Service 
Area* 



III 

No. of Hispanics 
in CMHC Service 
Area of proportion 
of total Hispanic 
population in all 
CMHC Service Areas 
in Texas , . 



IV 

Cumulative % 
"^nffiipanlci 
in CMHC as 
proportion of 
total Hispanic 
population in 
all CMHC 
Service area 
in Texas 



Pexar County 




' 376,027 




45,3% '• 


23.5% 


23.5% 


Tropical Texas 




262,572 




- 77.8% 


16.4% 


39.9% 


El Paso ^*crr 




204,369 




56^ 


. . 12.8% 


52.7% 


Harris County 


• 


"v. 185,715 




io. n 


11.6% 


64 . 3% 


Nueces County 




103,543 




43.6% 


6.5% 


70.8% 


Dallas County 




88,652 




6.7% 


s 

5.5% 


76.3% 


Lubbock County 




48,532 




' 19.1% 


3.0% 


79.3% 


Austin/Travis County 




43,839 




14.9% 


2.7% " 


' 82.0% 


Tarrant Co. (formerly 
Trinit / Valley) 


* 


42,960 




6.0% 


2.7% 


84.7% 


Gulf Bend 




35,858 




26.5% 


2.2% 


86.9% 


-y*- — ■» ■- 1 — - 

Cijlf Coast 




31,141 




11.2% 


1.9% 


88.8% V 


Central Plains 




25,904 




24 . 1% 


1.6% - 


90.4% \ 


Amarillo 




22,513 




7.6% 


1.4% 


91.8% • f 



DW^ 1 Based on 1970 Census figures. 



TABLE II (Continued) 
Pertinent Data Utilized in Sele&ion of CMllCs for Inclusion in Planning Study 



'CM11C 



Permian Basin 



Central Coast 



, Southwest Texas 



- Poncho Valley 



Heart of Texas 



Abilene 



Brazos Valley 



Wichita Falls 



Central Texas 



Pecan Valley 



^ ^abine Valley 



East Texas 
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II 



III 



IV 



Deep E ast Texas 



No. of Hispanics 
in CMHC Service 
Area * 



% Hispanic 
in CMHC Service 
Ar|a 



1 



20,118 



16,654 



■13,624 



13,151 



13,043 



11,257 



10,500 



7,121 



6,972 



4,433 



3,566 



3,245 



2,939 



12.8% 



8.5% 



4.2% 



18.5% 



6.5% 



9.2% 



8.1% 



5.8% 



8.3% 



1.8% 



4.0% 



1.6% 



1.7% 



No. of Hispanics 
in CMHC Service 
Area of proportion 
of total Hispanic 
population in all 
CMHC Service areas 
in Texas 



1.3% 



1.0% 



.9% 



.8% 



.8% 



.7% 



.7% 



.4% 



.4% 



.3% 



.2% 



.2% 



.2% 



Cummulative % 
of Hispanics 
in CMHC as 
proportion of 
total Hispanic 
population in 
all CMHC 
Service areas 
in Texas 



93.1% 



94.1% 



95.0% 



95.8% 



96.6% 



97.3% 



98.0% 



98.4% 



98.8% 



99.1% 



99.3% 



99.5% 



99.7% 
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TABLE II (Continued) 





Pertinent Data Utilized in Selection 


of CMHCs for Inclusion 


in Planning Study 


* 




I 


II 


III 


" IV 


CMHC 


No. of Hispanics 
in CMHC Service 
Area * 


% Hispanic 

in CMHC Service 

Area 1 

r 


No. of Hispanics 
in CMHC Service 
Area of proportion 
of total Hispanic 
population in all 
CMHC Service areas 
in Texas 


Cunnnulative % 
of Hispanics . 
in CMHC as 
proportion of 
total Hispanic 
population in 
all CMHC 
ServicS areas 
in Texas 


Taxoma 




1 . 7% 


.1% 


99.8% 


Northeast 


703 


0.9% 


.04% 


99.84% 2 


r 


Column I 

lotai i,oui,ijv 










V ' " ; - 


t 







Does -not total 100% due to rounding. 
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TABLE III 


'5 


CMffC 


DIVISION/DEPARTMENT 


PPTMABV PJ?P<3nNfO RF^PON^TTVLF 

FOR PLANNING 


Austin/Travis CMHC 


No 


Executive Director and Director 
of Program Evaluation 


Bexar Co. CMHC 


Yes 


' Director of Planning and 
Development 


Central Plains CMHC 


No 


Director of Program Support' 


Dallas CMHC 


' Yes 


Associate Director of Support ^ 
Services and Director of Plan- 
• ning and Human Resources 


El Paso CMHC 


' No 


Executive Director 


Gulf Bend CMHC 


No 


Exequjfive Director 


Nueces Co. CMHC 


No 


Executive Director 


Permian Basin CMHC 


-No 


Executive Director 


Tarrant Co. CMHC V 


No 


Quality Assurance Administrator 


' Tropical Texas CMHC 


Yes 


Director of Planning Division 



/ 

/ 
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- T 9.. Implementation and evaluation monitoring of 
planningAjnrocesses . 

10. Relationship to other planning entities, i.e.* 
TDMHMR Planning Division, Health Systems Agency 
- planning, and other human service planning bodies. 

Planning Policy . * ' 

* • ; 

Very few CMHCs contacted had formalized policies concerning 
the philosophy, process or operation of a planning process. 
Planning in most CMHCs was conducted in an informal manner, at 
th€^initiati ve of either* the Board of Trustees or the chief 
administrator for the center,. Planning of services fQr the 
Mexican American client was not a formalized a^i^ity^eitheir , if 
it existed at all. There were several centers which did have 
Board of Trustees approved policy concerning planning. Among 
them was Dallas CMHC, whose board of trustees had approved a 
policy in 1977 that the center be managed and operated according 
to the long-range and short-range goals adopted in the center's 
plan. This plan was^ to receive annual review and periodic 
revision as necessary. Tropi\£al T*exas CMHC recently adopted a 
policy for FY f 1980, which states that the center staff will 
"develop long range plans which will identify the^ service needs 
'and estimates of resources... and will', at least annually ^ 
thereafter revise* such plans (^Tropical .Texas CMHC, 1979). The 
Tropical Texas policies also include provisions for community 
input iAto planning by requiring at least annually that a survey 
of clients and their families be conducted; a public hearing at 
least once a year* on the center's goals and priorities is also 
provided for in; the pol'icies. Tropigal *Tex?s CMHC has also 
adopted an elaborate Grants/Contract Synopsis system, which is a 
system of both grants management Vnd delineation and monitoring 
of program goals and objectives. jsAlthough other centers do not 



have a formal policy regarding the conduct, and implementation of 
planning, executive directors in centers suctK>s El Paso, Nueces 
County, and Bexar County, CMHCs have established administrative 
procedures regarding planning, in most casqs involving program 
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manager ipptrt^into annual work sessions to develop long or short 
range planning concepts, which in some cases are presented, to the 
Board of Trustees of the C&HC. In Tarrant County CMHC, planning 
' activities have received board sanction and proceeded according 
to the directive's of^an *ad hoc advisory committee for planning . 
Other tenters/ such as Gulf Bend CMHC and Permian Basin CMHC, 
have relied primarily on the state's requirements 'for , zero-based 
budgeting in lieu of any locally devised, planning or : goal 
development policy* . u*^ 

Policies relating to. planning ( culturally sppcific and 
linguistically- appropriate —services to Mexican American mental 
health clients are virtually non-existent, with the exception of 
^very general policy such as th£ following incorporated, by 
♦ Tropical, Texas CMHC Board of Trustees in it? Philosophy of Car-e 

V„pj>l_Lcyj !!The C en ter Sha ll t ake into account social , cultura l , 

and economic factors of the population when planning, developing, «. 
and operating services" (Tropical /Texas CMHC, 1979). Within the 1 
five year plan adopte'd by Bex^ar County CMHC is a goal to establish 
programs to address the needs of minorities, and other special 
populations. El Paso CMHC , According to its Executive Director, 
focuses i'ts planning towards the ma jor i ty population in its 
service area, which is' primarily . Mexican American.^ However, the* 
n/a jority^of the CMHCS^ s included in this study had no policy for. 
planning of services to the Mexican American population *in- their 
community.- - > 

The Structure for Planning . 



« The results of the research conducted showed that commitment 
to* ttie planning process varied considerably in the CMHCs 
contacted Only three of the CMHCs contacted had a planning 
< division established and ,a full-time planner as a permanent staf 

position. However,, thpse CMHCs that *d"i d have planning staffi, 
t N ended to *have the position as a top level administrative 
function or assigned to one of the chief administrative heads of 
^ * the organization*. AS shown in table ^III, planning at the 
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community mental health centers was usually a function described 
as the j^ole" of the executive director of the agency, often with 
the program managers- of the organization contributing their input 
through staff meetings. However, most of, the planning done in 
this v manner consisted of 'operations planning directed at 
preparation of the biennial budget requests and did not encompass 
/--long-range planning for the overall goals and programs of the 
' ,CMHCs. . , ' ' p 4 . 

* -Very few of the community mental health centers included in 
the study had written requirements or policies sanctioned by the . 
0- Board of Trustees which related - to the planning function. In 
fact board policies related tfo planning were found ,in only four 
center sr||*olicy manuals. One of those was Dallas CMHC, which had 
"the following 'approved policy: ff The. cent ex shall be managed in 
such a manner as to achieve long and short range goals and 



objectives according to a plan adopted by the Board, reviewed 
annually and revised as appropriated The evaluation of Center, 
activities wij.l % be accomplished through documentation of the 
achievement bf goals and objective's stated in the plan" (Dallas 
CMHC, 1978). vThe goals of theJDaAis CMHC which are delineated i*n 
board policy include— conducting a rteeds assessment - as a goal. A 
major role of the Board is "strategic planning" according 1 to- 
adopted policy of the CMHC, Involvement of the community, 
planning is required through participat ibn on 'the Professional 
Advisory Committee, whose tasks include identification on needed 
services and program planning, and by participation on tie 
Citizen Advisor^^Committee, which also assists center staff in 
ftre identification of needecf 'services . 



4, 



The policies ' of^Tropical Texas CMHC % regarding planning 
require that "in order to assure that treatment programs are 
developed which meet the needs of the community served, each new 
program considered will begin with a community survey or 
assessment of need" (Tropical Texas CMHC, 1979)- Its policy for 
Long range planning states that a* long range plan be developed 
during fiscal year 1980, to be revised at least annually 
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thereafter, and to be ^approved by r the Board of Trustees of the 
agency. A specific outline for assessing . communi ty needs and 
obtaining community input is outlined in another Tropical Texas 
policy. This policy requires the CMHC staff to utilize* advisory 
committees ; human service . agency' per s'onnel , public hearings, and 
client surveys at Teast /annually as metho'ds to obtain information 
concerning mental health needs of the area. : 

Permian Basin CMHC 1 s Board of Trustees has adopted the 
following policy regarding planning:- "The centers shall write a 
comprehensive se ice plan at least annually which shall reflect 
the catchment area's changing needs ,< technologies , and resources" 
...and the comprehensive gervice plan shall be . ..appro.ved by the 
Board of Trustees (Permian Basin CMHC, 1978}. The procedures 
accompanying this policy which are contained in the Board poliey 
manual follows closely ' the TDMHMR requirements for a 
Cffiiiprelrens t~\rc "servirce plan and ~ZB# irormat -.-—lit contrast Central 
Plains CMHC has board-approved planning policy which merely 
defines the center's philosophy of planning as "rational planning 
to meet the mental health needs of the community in that input 
from ^itizejis is coupled with professional input to determine 
these needs" (Central Plains CMHC, 1978). 



The lack of board initiative in meivhal health planning is 

\ 



substantiated by, those CMHC\ representatives interviewed. With » 



the exception of Nueces Counter CMHC and Tarrant County CMHC, ajfl 
other CMHCs ■ planning activities were conducted as a result of 
directives from the executive/ director of the center. In Tarrant 
County and Nieces Coifety, they planning process was initiated as a 
result of TDMHMR's request tonat the centers develop a long range 
plan (a document other th?n the biennial zero-based budgeting 
document). 

Overall the research, conducted shows that the planning 
efforts- among CMHCs in Texas are of an' informal, loosely 
sfc/uctured nature. There is little uniformity in the way the 
"planning function is defined, organized* or implemented, and in 
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most of the centers studied, planning is an on-going function of 
the center. TDMHMR seems to have little impact on whether 
planning exists as a integrated and operational component in the 
CMHCs, despite federal legislative requirements and its own 
guidelines regarding the maintenance of. comprehensive services 
planning by CMHCs. 



The Nature of Planning at tfte CMHCs 




The type of planning being tinder taken by CMHCs in Texas 
varies as much as the commitment and rationale given for its 
existence. As described in Chapter II, planning can take on' many 
different forms depending'on its purpose and definition. < 

The primary type of planning th^t is undertaken at most 
CMHCs at the present time is budgetary planning required urnder 
the 'state of Texas' biennial funding process. identifying. 



funding needs and priorities are essential to the survival of the 
center Budgetary planning is also a .highly regulateH activity, 
with very specific procedures developed by TDMHMR and federal 
funding agencies which the CMHC is expected to follow. Many CMHC 
administrators combine the function^of budgetary planning with 
the notion of short range planning, although the activities 
undertaken may well, be the simple- formalizing into written form 
the obiectOes of current programs. A major problem of the 
current process is that although short range objectives may be 
devfc^oped in order to' accommodate requirements of the biennial 
bud.g^tary reporting process, the development of these objectives 
is often =not the product of what can be called a planning process. 
In jrf£st cases these short-range objectives for programs are not 
' reviewed or revised each; rathefr they remain -static. Very often 
the goals or objectives are not based on a needs assessment 
process or related to long-range goals of the organization. The 
data base to support these program objectives is seldom 'based 
needs but rather on utilization data. Thus what is considered 
sfidrt-r.ange planning is not a projectioa of needed resource^and 
programs in the near future, but rather a justification for 
rr ® . * continuation of the current programs! 

^ V c 72 
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Data collection and analysis is one of the most frequently 
reported planning activities being conducted by centers. 
Primarily data reporting to the TBMHMR Management Information 
Division is the reason for the investment of time and staff in 
this activity. In addition, data is a primary method used of 
depicting to funding agencies and local boards and advisory 
committees of the center's ef f ecti veness f in carrying out its 
purpose, the delivery of services to its clients. In essence it 
represents CMHCs method of providing accountability, both 
externally and internally, in its own administrative evaluation 
process. However, in, the majority of cases, the data -wing 
collected is limited (to describing th\ center's and staff's 
activities, and 'seldom includes any effoH: at assessing actual 
effectiveness or impact of the center » s ..programs -on the client 
population or the mental health problems of the area. For this 
reason, it is difficult.' to obtain from the current data bases 
.being maintained at the>se CMHCs, data that can contribute to 
'assessing future needs of 'their services area. In terms of data 
which can be utilized for evaluation, data being gathered is 
geared at process" evaluation rather than outcome evaluation. 



Long-range planing at the CMHCs selected for the study is 
more the exception than, the rule.. However, among those -CMHCs 
which have attempted to conduct' long-range planning, there are 
several approaches which have been utMized and results obtained 
'have been distinct in these cases. Because each CMHC which has 
undertaken long-range planning presents a unique experience, a 
brief) summary of their respective planning systems are presented 
in the second half -of this chapter. A synopsis of long-range 
planning being conducted by Bexar County CMHC, Tarrant County 
CMHC, Tropical Texas CMHC, and the Dallas County CMHC' is 
described and analyzed. 

Relationship with Other Planning' Funct ions . 

v . Planning activities being conducted by" CMHCs interviewed 
Through this study demons tate that although there i^ close 
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working relationship with TDMHMR in development of input 
information for the biennial budget request^ there is little 
understanding of the actual process by which the final funding 
request is made to^ the Legislature. As one administrator 
commented, the CMHCs prepare their budget requests and ZBB based 
on what they think the Legislature will accept or will fund, but 
often find that there is no rational process by which one can 
understand how^the TDMHMR* 1 s budget request to the Legi slature',nor 
the Legislature 1 s * final approved budget package is developed. ^ 

While the budgeting process requires close interaction with 
the TDMHMR Central Administration, in ths development of the 
'State Mental Health Plan, there is little opportunity for input, 
according to those interviewed, in the development and review of 
the Plan. The Plan does not reflect community needs since it is 
developed for the most part from a top-down approach, whereby 
statewide needs ^are derived by the TDMHMR administrators, and 
local centers are exacted to, incorporate statewide needs in 
their planning endeavors. Thus, regional 'differences are not 
often taken into account and indeed would seem hard to 
incorporate in such a statewide planning process. Most of the 
administrators and planners interviewed stated- thaf, as^de from 
'the client data submitted to TDMHMR on a regular basis, their 
only other input into, the process was through a review process 
which occurred after the document had been developed and was in 
the process of approval by the TDMHMR Board. 

The relationship of 4 most CMHCs with the Health Systems 
Agency in theif service area was ofte of cooperation, in providing 
information and input to each' other- Several C^HCs" commented 
that they were the sole contributors to the development of the 
HSA mental health goals for thqir service area, while others 
stated that they were invited, to^ participate as members in 
advisory committees developing *the goals for their areas.. 
Because of the current projected dismantling of the HSA planning 
system, inquiries were posed to the administratoxs and planners 
contacted regarding the future of health planning *nd its impact 
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on their respective CMHC. Few commented that the impact would be 
of significance for their center, and several commented that the 
regional planning body, - the Council of Governments for their 
area, would likely fill the vacuum, given their previous 
experience in comprehensive health planning. 

|T A SYNOPSIS Qf\tH£ PLANNING PFOCESS IN TWO CMHCS 

The planning efforts of two community mental health centers 
are described below. The planning processes of these two centers 
were chosen to exemplify extensive efforts at long range planning 
for their service ar«ea. Only two other centers have demonstrated 
initiatives in long range planning: Tropical Texas CMHC and 
Dallas County CMHC. The planning process at the Dallas CMHC is* 
still in its initial stages and therefore it is difficult to 
report on its progress -since the process can only be described as 
intentions towards long-range planning. Tropical Texas CMHC has 
mesjhed its planning process with its grants management system. 

Bexar County CMHC . - 

The organizational- structure of the Bexar County CMHC 
consists of three administrative directors: an assistant 
executive director who is responsible for administration of the 
agency's programs, and Six staff advisory administrators of which 
the Director of Planning- and Development irs one. The agency's 
service programs under the authority of the Assistant .Executive, 
Director, are assigned to five program managers who .supervise the 
following areas: 1) Southeast Mental Health Program; 2) 
Southwest Mental Health Program; 3) the* Mental Retardation 
Program; 4) the Drug Dependence Program and Alcohol Treatment 
Program; and 5) Cente*wide Services Program. Responsibility for 
planning falls within the scope of duties of the Director k£- 
Planning and Development. - As the planner and grants manager for 
the agency, the Director of Planning and Development reports 
directly to "the Executive Director and solicits cooperation from 
the agency's administrative heads and program personnel in the 
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formulation and implementation of plans. The Director of 
Planning 'and Development has had no staff support for the past 
three years, so that- reliance on the input, assistance, and time 
• investment of program managers in .the planning process is 
essential . 

The current planner at Bexar County CMHC has been involved 
in planning services at the center ' almost continuously ySince 
1972 , when he was first hired to plan and develop the So^fthwest 
Mental Health Program. Previous experience of the/^ planner 
included work wkth the Model Cities Program and the Mexican 
American Unity Council in San Antonio. One of the advantages of 
the planner at Bexar County CMHC was his knowledge and previous 

4 

experience in working with individuals**- both grassroots and 
agency professionals 'of the San Antonio area.. 'In particular, 
familiarity with the areas in which program planning and 
development were on-going was an asset in encouraging community 
involvement in planning and utilization of programs. Duties of 
the Director of Planning and Developmeat include coordination of 
- all grants, technical reviews, grants management, contract and 
reporting for all, grants as well as participation in preparing 
the state budgeting reports, workload measures and MBO system 
requirements of TDMHMR. 

According to the Director of Planning and Development, all 

* *> 

advisory committees to^the agency are used as resources in the 
center ! s planning ; these committees are the mental health, 
substance abuse, and mental retardation advisory committees. 
Advisory committees were first established at Bexar County CMHC 
in 1970, not long after the establ ishment of ' the CMHC , in 
anticipation of federal requirements that CMHCs create Such 
mechanisms for community input. 

The planning process utilized in developing the Southwest 
Mefttal Health Progam served as a model program planning effort 
£or Bexar County CMHC A A staff member was hired as\ planner and 
community organizer to develop' the nrogram. The planner 
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organized an ad hoc advisory committee of professional, 
grassroots, and social agency representatives at the inception of 
the process. The planner organized a series of community 
meetings over a six month, period throughout the projected service 
area (Southwest San Antonio) in such diverse locations as 
churches, schools-, community halls, civic meeting places, and 
social ser-vice agencies . The purpose of the meet ings was 
threefold: to educate the community about the potential services 
which could be offered by Bexar County MHMR, to obtain input from 
the community regarding their most pressing needs and concerns, 
and to solicit community support for the program. Housing, child 
abuse, substance abuse, paint sniffing, unemployment were among 
the major concerns that individuals at the hearings identified as 
areas of stress for family, community, and individuals of the 
area^ . Advisory coii&nittee members were utilized as liaisons with 
residents of specific targeted neighborhoods and blocks in order 
to assess needs and encourage involvement. 

» * 
' Bexar County MHMR developed a long-range plan several years 
ago as a result of administrative initiative on the part of the 
Executive Director of the agency. The plan covered the period 
fiscal year 1979 through fiscal year 1933 and addressed a variety 
Of service components, including mentals' heilth servrces, mental 
retardation services, alcohol and drug abuse services. This five 
year plan w&s developed as an 4 ideal Services plan, which 
identified those services, programs, and goals which the CMHC 
should implement or continue to implement in future years. Some 
of the goals have been brought to fruition, while others have not 
♦yet been met, partially because they were deemed unrealistic to 
accomplish given the resources of the CMHC or* the changing 
pattern of ftmding available to the center. There "have also been 
changes in program priorities which have since occurred, although 
not reflected in a documented revision of the plknT 

The process used in development of the plan included a one 
and one-half day retreat of the advisory committees', board of 
trustees ' members, and administrative staff with the planner of 
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the agency. At this meeting the , planning staff presented 
information regarding legislative requirements, census data, and 
cent£p statistical information which could be considered in/ 
development of long-range goals and objectives of th& agency. 

The conference held included representatives of other 
agencies as well. The format included a general session, in 
which Board, administrators, advisory committee all^particip c ated. 
Approximately 701 of the participants were Mexican American. The 
planner provided a general orientation, prior to group sessions 
in substantive areas such as mental retardation, mental health, 
and substance abuse. Smaller work sessions approached various 
aspects of each program area, include outpatient, inpatient 
services. A staff member -knowledgeable about resources, 
legislation, ' J&iding needs, data, and state requirements was 
available to each task force concentrating on these work 
sessions. \ 

The retreat sessions served to identified a wide spectrum of 
all inclusive needs and goals for the CMHC to accomplish. Staff 
then worked on preparing written objectives consistent with the 
needs and goals identified, and cross-referenced and compared 
^thes'e to the goals, • objectives and service requirements of 
TDMHMR, AACOG, HSA, and the state and national legislation, and 
to previously established Board of Trustees goals. 

Needs assessment for the long-range plan was based on 
several factors: data derived from a variety of sources; 
identified goals and need's in the HSA, AACOG, and TDMHMR planning 
processes; jand information from various organizations which had 
conducted mental health studies. 1 Data included what AACOG had 
developed in terms of needs, goals and statistics for the area. 
It also took into account what HSA planners were doing. Most 
statistics utilized however were based on .TDMHMR data and on 
studies made by the National Association of Social Workers, 
American- Psychiatric Association, and other such sources. Two 
local needs' assessments were utilized as resource information. 

^ - 78- 
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AACOG had conducted local needs assessment of social service 
agendies, ' primarily to identify services which were ^eing 
provided, r unmet serf ice needs, target populations and groups 
being turned away from se^ices' at the current time. The Model 
Cities needs assessment conducted in the yearly 1970s on drug 
abuse and -mental health services in San Antonio was also 
consulted • 

A primary source, of data on mental' health needs was the 
standard risk factors, * social indicators, lifestyle stress 
factors such as population mobility, size of the migrant 
population, alcoholism rates from statQ hospital admissions and 
other state hospital client data* Information on the needs of 
the Mexican American population was available only in a few 
instances, and most of the information on needs, risk factors^ 
etc* was for the general population, However, because of the 
population -distribution in ^various quadrants of the services 
area, where there were high concentrations of Me^can Americans; 
extrapolations could be made on certain data. \ 

A revisicrn of the five year plan was inititated in 1979 , but 
the revisions proposed by the* Planning Department' have be§n 
shelved indefinitely,, awaiting [the outcome of funding changes to 
be made, by the Reagan Administration before submission of the 
plan's revisions for Board approval. The instability of programs 
and funding sources experienced by Bexar County CMHC has had the 
effect of halting the long-range planning process. 

Goal statements were adopted by the Board, based on general 
goals developed by TDMHMR. Although impetus for long-range 
planning at Bexar County CMHC was locally* initiated , P.L. 94-63, 
gave added strength to the need to continue the process. The 
long-range planning process for Bexar C&unty was begun in early 
1978, but not completed unti-1^ late 1978*; t|p begin to take effect 
in September 1978 , begipning with the ^sal year, 197^* 
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The revised five-year plan has not been approved by the. 
Board and is not likely to be .submitted for Board approval 
because of the instability of the current situation. '.The revised 
plan, however, has been developed primarily through a different 
method, than the original one in Jtfhich there was extensive board, - 
advisory committee and outside involvement. The current 
revisions were primarily a result of program unit input from 
managers and other CMHC staff. 

In the past long-range planning was carried out with a 
reasonable assurance of amounts and type of f inas^HT" support 
might be expected from the federal and state government; Bexar 
County CMHC, like other CMHCs now faces the reality of 
identifying other funding sources, which may be tapped f*r their 
programs" 'in orde-r to prevent a reduction in the services it 
provides. 

Tar rant County 'CMHC . 
\ 

The long-range planning process at Tarrant' County CMHC began 
in SpringX1977 as a result of a reorganization of the governance 
and organizational structure of the center. At^hat time TDMHMR 
required from the CMHC a long-range plan within 90 days of the 
eorganization, tkis invoking Rule .002 that newly established 
enters file a long-ra^ge plan with the Department. Although the 
0-day period was not adequate time to develop a long-range plan, 
report (Phase I Report ) prepared to meet the requirements was 
submitted containing demographic^data , a history of the CMHG, and 
priority rankings for services ., x \The . CMHC never received a 
response from' TDMHMR regarding thd' acceptability^ of the 'document , 
thus it was felt that it was merely a formality that was bei>g 
required by TDMHMR. TDMHMR adminstrators "were aware of the 
continued process undertaken by the Tarrant CMHG^to develop a 
Phase II report,- which would actually attempt to address long- 
range goals of the center; at times TDMHMR representatives even 
participated in the meetings- held .but never expected that the 

i 
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planning document developed 'actually replace what had previously 
been submitted, , 

An ad hoc advisory committee was formed by the Boatfd of 

i 

Trustees to develop the long-range plan - required by TDMHMR and 
continued their work for one and one ha'lf years in an attempt to 
develop a viable and comprehensive long-range plan for the 
center. 

The Final Report (Phase II^Repor:) was completed in 1979. 

» 

At that time it was expected that planning would continue, with 
the next step to develop goals and objectives, but. the process 
was discontinued when dissension among committee members led to 
the tabling of further work of the committee. 

Board involvement throughout the planning process was 
minimal, although it did give final approval to the Phase 11 
Report produced/ by the Planning Advisory Group,' It did not 
provide, howevef , guidelines for the Group or guidance as to what 
should be developed in the wa?<. of a plan. 

The Phase II Report*, as- the comprehensive plan was called, 
was not a complete but rather a_ comprehensive needs assessment 
and a preliminary examination o'f priority statements. The 
recommendations to the Board of Trustees in the report included a 
statement that it was the authority and function of the Board to 
develop gtral statements from the information presented by the 
advisory committee. Once the Phase II Report was completed, 
long-range planning* at the center was set aside, although 
individual board members did refer to the priority statements in 
their deliberations. * ' ^ 

Long-range planning are getting underway again with' the 
'reorganization and reactivation of the planning advisory group to 
the Board of Trustees. The Planning Group is again to be staffed 
by the Quality Assurance Administrator of the ,CMHC as ,in the 
previous planning cycle. * The current Chairperson- of the Boar?! of 

Si 



Trustees, previously the chairperson of the Planning Control 

group, has been the major force in reactivating the long-range 

planning process; she sees the process as a means of keeping the 

CMHC in tune with the community and also involved with the other 

agencies in the human service network. 

\ 

Plans for\future long-range planning activities are an 
attempt tty ^blend the community, forum "approach^ or model of 
planning previously utilized with the "expert" or rational 
planning approach used by the United Way of Ta^ant County, 'The 
* United Way will be more involved in the advisory committee's work 
this cycle, with the several professional planners currently^on 
their staff serving as resource • persons to thfc CMHC's planning 
process. 

One of the weaknesses of the long-range process undertaken 
was that there was not significant* participation of grass roots 
individuals and persons not knowledgeable or connected with the 
mental health systHitrin ^ome"wa7. "Tlris was -felt- ta be unrealistic 
expectation. Another weakness was that planning was never 
defined, and that the issue of whether the CMHC should be 
planning, for the entire service community br* only for its*own 
services was never really resolved . The agency, was never able to 
invest financially in j&fche planning process and continues, to 
contend that .planning is an activity it cannot 'afford. 

0 

The ma'jor strengths of the process were that, it was a 
mechanism for taking the pulse of the advocacy and human service 
network, while at the same time serving as a training ground for 
advocates, increasing their knowledge of the political* and 
legislative, process . 
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, V ; CHAPTER VI 4 

i«fEX I CAN AMERICAN * MENTAL HEALTH PLANING: '„ 
» ' • A GOAL FOR THE FUTURE\ 

* ■ From* this author's study of the planning process as it 
currentlV exists in the -various mental health agencies of Texas, 
it is evident J^hSt^pTaii^iing is a "marginal function at best in the 

^jnajorit^ Qf\tWese agencies. fanning of services for the Mex^an 
Amer ican, - as J a special^ population group with distinct n^enxal 
health needs and problSfts, is a rarity. Consideration is given 
in & few CMHCs to the importance of staff development and staff 
recruitment efforts which^ill enhance the CMHCs ability to meet* 
Mexican America^ service needs, but .there is no systematic and 
continuous approach to the task. Planning as a method to 
analyze, improve and innoyate in the provision of appropriate and 
quality mental health services to Mexican 4 Americans is not. b^ing 

' utilized in most CMHCs. . 



fhis is_ largely due to the fact that planning\as an ac^vity 
^ i$ fairly new to the Vental health Isystem, and indeed' in many 
CMHCs has not yet. cjystaljized. Minimal activities are conducted 
' in^ the name of planning °in order to satisfy requirements of the 

.state zero-based budgeting' system and to meet federal- funding 
requirements for written documentation of .planning. Most CMHCs 
do not Have a fdrmalized system for identifying community mental' 
Aealth neecte and goals and' to assute the implementation ^of 
applicable, service programs. Programs are <jJevelo^ed based on a* 
reactivB approach to'- problems which arise from informal 
■ consideration of thp issues* involved . Very often program^ are 4 ' 
, implemented: wfTsho.pt a thorough" study of how . the services 'to be 
provided fit?> into the overall purpose apd goals of the community, 
^px the ageiicy. , The overriding consideration in the development 
(and so called- "planning"! of programs at 'the present time is, npt* 
. *. the nfeed' for the, program nor its comRat ibi lity* with the service * 

population, but rather the availabi lity of funds to 'implement 
, * siicti, \ program. This is exacerbated .by federal mandates' to 

■ " • : •■-..*' S3 
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provide a. wide range of services, without adequate support to 
ensure that services, prodded are designed and plannecL.for the 
specific population group to be served. In fact a major 
complaint of administrators contacted .in this study was that the 
continuing reduction in federal support for «community mental 
health services -would lead to further diminishing the CMHCs 1 
planning components. Sevfr^l CMHCs have already reduced their 
planning staff .and others which did not have a planner position 
do not foresee hiring one in the future. Local commitment to the 
yfmportance^ of planning-as y a taol for development of the center* 
dnd its services has not Been vealJ^eS>^ Although many CMHC 
dire'ctprs and board, members acknowledge the 'need to plan, 
planning is still seen ' as an optional component in the 
administrative structure of 3Ji organization; one of the first to 
go when funding limitations^ require cutbacks^in administ^f; ion 
expenditures . 

As thfe sttfdy undertaken documents, community mental health 

planning at the^ current time is primairily limited to compliance 

with the TDMHiMR 1 s zero-based budgeting reojLUTement s , which 

consist of outlining services provided by £hfe centers and the 

» * • 

goals and budget requirements of these services.- Long L range 
planning of f ive"years or^more' is not being required by TDMHMR or 
fey CMHC boards' 'of trustees, >vi th a few. exceptions. ( Few centers 
are conducting tHeir own needs assessments, either of the general 
community or special population subgroups, such as the Mexican 
American mental health, client. Social indicator data are 
gathered and ^utilized primarily as justification fpr current 
.programs hnd evaluatioa of their 'effectiveness. State mental 
health planning, as compiled into an annual TDMHMR planning 
document, is essentially i compliance document, developed to meet 
federal planning requirements . Regrettably, mental heaKh 
administrators in Tertas admit that the efforts at . Jong range 
planning conducted by the TDMHMR and a handful of CMHCs remain in 
the realm of unimplemented planning documents, which are reviewed 
periodically and reshelv>ed. 
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As the authoasiias tried to point out, planning requires that 
service providers map out what service delivery will be like 
before implementation of a< program. It entails careful 
consideration of gtfals and alternatives. The true test of 
thorough and effective planniffg is fhe translation of planning 
into serviced provided to clients.. When little or no pl-anning 
occurs, as have been documented by this research, services may 
develop haphazardly and with little consideration of ethnic and 
cultural issues. Planning can be a seed which will blossom into a 
needed, productive and^appropr iate service, but if converted into 
a gpeans of budget just i'f ication, it can also be a futile, 
wasteful process. ' Essentially one can claim to be conducting 
planning when in "reality it "is" a rationalization' process for 
current activities which have not f been carefully planned and 
considered. 

- * J 

Despite the lack * of implementation of major planning 
projects in most CMHCs, «£hose centers which have made initial 
attempts have gained immeasurably by the community participation 
they have been able to arouse. Ultimately,, the greater 
participation and support gained by CMHCs in pfenning can be* a 
positive factor- in making important -deci sions f/r the development 
of mental health services in the respective ^rea. In addition, 
it will strengthen 'the organization's evaluation and 

■accountability functions. Irrespective of these positive gains- 
that can be achieved through greater participation in planning, 
especially through the use of community input, many mental health 
administrators view planning as loss of control, as well as a 

. time-consuming an-d costly endeavor. 



One of the contributing factors to the lack of culturally 
rlelevant mental health planning and' programming for the Mexican 
American population of Texas is the absence of a state initiative 
for monitoring lodA CMHCs'" efforts in this direction, even in 
•localities with high concentrations of Mexican Americans. The 
state mental health authority has not provided leadership in the 
* • development of 'innovative , appropriate services for this special 
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population group, nor has it met its responsibility to evaluate 
mental* health planning to ensure that Mexican American service 
needs are considered. In * addition, federal adminstrative 
monitoring in this area has proved ineffective and consists of 
little more than a superficial ' review. Perhaps the efforts of 
the federal and state mental health bureaucracies have been, to 
assess CMHCs* intent to plan father than whether actual planning 
occurs or whether written plans are ever implemented. In 
summary, planning and development of goals "to meet Mexican 
American service needs has yet to materialize. 

Th£ research conducted demonstrated tha-t very little 
planning is taking* place to develop services specifically* 
appropriate and compatible with Mexican s American linguistic and 
'cultural characteristics. At the state level, the "state plans' 
are developed, with^ very little participation from .Mexican 
American mental health experts or ad^pcates,' and this is 
reflected in the superficial way in which culturally relevant 
programming Ys addressed in these plans. The isolated example* of 
plannlng^Tmed at the needs of Mexican Americans in Texas is tjie 
Chicano Unit of the San Antonio State Hospital, a program with a 
60-patient capacity. Although the Texas .Department tff Mental. 
Health and Mental Retardation requires that .CMHCs provide 
culturally and linguistically appropriate , services , there is no 
evidence that TDMHM^ administrators monitor 6ompliance with their 
own requirements • 

1 

Mexican American participation in the mentaThealth planning 
process has for the aost^part been limited. Participation 
through the internal structures for planning has been limited by 
theu- underrepresentation and in some cases exclusion of Mexican 
Americans -at decision-making levels in the existing mental, heal th 
cejiters. There have befen attempts by 'Mexican American advocates 
to provide a .framework for cuJLtjirally relevant planning and to 
develop plans outlining needs and goals to address mental health 
issues *a£f ecting . the* Mexican American^ population. These have 
.been general in scope, and developed - wi th a broad perspective 
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which needs refinement at the programming level, by each local 
CMHC . 

The planning arena has the potential of allowing Mexican 
Americans access into and significant input into the direction 
and shape that mental health services will take in -the years to* 
come. The community mental hfejth system stands to gain from 
encouraging Mexican American participation in the development of 
programs and services to' meet their specific needs and problems. 
Several 'avenues for Mexican American part icipat ipn in the 
^ * planning system could- be explored and utilized: surveying 
Mexican American community members as pa^rt of an overall needs 
assessment project; appointment of Mexican Americans to serve on 
boards and advisory committees engaged ^ the planning process; 
hiring more. Mexican Americans to staff nigh level planning and 
~ administrative positions; conducting community hearings in 
Mexican American neighbourhoods; and involving Mexican American 
community loaders or representatives in the goal-setting process 
of the CMHC. These are only a few ways which could enhance 
efforts to effectively serve Mexican American mental health 
needs. 7 The- creat'i vity and commitment of CMHC administrators and 
board members will determine T wheth?i>-the.se and' other ways axe 
sought to improve mental health service^ delivery to Mexican 
Americans. 

One thing seems certain, the less overall planning that a 
community mental health center engages in, the less likely that 
planniitg will be utilized as a tool to address Mexican Ameyicart 
service needs. One can clearly see that future planning e£forts, 
}f ,they ax?e to effectively address issues of iifipor^ance to tfie 
implemenation^tff culturally .and linguistically relevk'n*«'.services , 
will require"- more than federal legislation. State and federal 
commitment to implementing such laws, e local initiative in 
planning , and Mexican Amef ican community leverage will also be 
needed to bring t>he . goal of Mexican *Amer ican . ment'al ! health 
planning to fruition. *• . - * . 

v m 
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